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Poisoning 


in Children 


OF ALL the tragedies that can befall parents, 
the greatest is the loss of their child. When 
this loss is the result of an accident the loss is 
magnified many times. A fact now well-known 
is that accidents are the leading cause of death 
in children. Each year over 6,000 children be- 
tweeen the ages of one and four years, alone, 
died as a result of accidents. Of these 6,000 chil- 
dren, over 1,500 die as the result of swallowing 
poisonous material. To obtain a more vivid pic- 
ture of this subject and its importance let us re- 
view some of the statistics in our own state of 
Minnesota. 


TABLE I, FATAL POISONINGS UNDER AGE FIFTEEN 


Minnesota State Board of Health 
1951 through 1955 
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Table I gives the number of fatal poisonings 
under the age of fifteen years of age as reported 
by the Minnesota State Board of Health in a 
five-year study from 1951 through 1955. Of 
these thirty-nine fatal poisoning cases in this 
group salicylates lead as the most frequent medi- 
caments ingested. Let us remember that the 
incidence of accidental poisoning in children is 
inadequately represented by mortality tables. It 
is unfortunate that we have no accurate statistics 
to show us the frequency with which poisoning 
occurs. It has been estimated that 1 per cent of 
all pediatric hospital admissions each year are 
for accidental poisonings. Even this does not give 
us a complete picture for there are many cases 
of poisonings that are treated in the home and 





5 Presented in the Symposium on Emergencies, Minnesota 
tate Medical Association, Minneapolis, May 22, 1958. 
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Poisoning in children is an important cause 
of death in Minnesota. Aspirin is a prime 
offender. Symptoms must be promptly rec- 
ognized. Treatment constitutes a real emer- 
gency. Minnesota's Poison Control Center 
now is in operation and at the service of all 
physicians, 











in the physician’s office and as outpatients in the 
hospitals. Nevertheless recent studies were made 
in two separate hospitals in the city of Minne- 
apolis pertinent to this point. 

Table II gives a summary of a five-year study 
at Northwestern Hospital made by Dr. Albert 
Schroeder, in which he reported 868 cases of ac- 
cidental poisonings in children under the age of 
fifteen years. Note that the largest percentage of 
accidental poisonings occurred as a result of in- 
gestion of medicaments. 


TABLE II. POISONINGS UNDER AGE FIFTEEN 


Northwestern Hospital—Minneapolis 
1951 through 1955 
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Table III shows a one-year study done at the 
Minneapolis General Hospital by Dr. Richard 
Raile. In this one-year study in 1955, there were 
340 poisoning cases under the age of fourteen 
years of age treated at the Minneapolis General 
Hospital. Of this number, 191 were due to the 
ingestion of medicaments. Salicylates again were 
the constituted group of medicaments most fre- 
quently ingested. These two case reports closely 
parallel reports from elsewhere in the United 
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States showing that the most frequent accidentally 
ingested products are medicaments. The most 
common drug killer is aspirin and other salicylate 
products. Aspirin outrates all other medicaments 
in frequency of accidental ingestion. 
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Fig. 1. Incidence of poison 
children according to age. 
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Figure 1 shows that the incidence of poisonings 
is the greatest in the one-year to five-year age 
range. Its peak is in the two-year to three-year 
age group. Recall the development of a child dur- 
ing this period: the motor development is very 
rapidly enabling a child to walk, climb, pull open 
drawers, doors and cabinets. A child of this age 
is an explorer, an adventurer and a taster. If he 
can pick it up he will smell it and/or put it in his 
mouth and swallow it. It is during this period then 
that the greatest number of accidental poisonings 
in children occur. 


Symptoms 
Table IV emphasizes that the symptoms of acute 
poisoning will vary with the poison consumed but 


in general will fall into one or more of the fol- 
lowing groups: 


1. Gastrointestinal—Nausea, vomiting and ab- 
dominal pain are the most common symptoms 
encountered. 


2. Respiratory—This may range from mild 
hyperpnea as seen in salicylate intoxication to com- 
plete respiratory collapse with loss of consciousness 
as found in barbiturate or nicotine poisoning. 


3. Circulatory—This may be manifested by 
cyanosis, hemorrhagic manifestations and shock. 


4. Corrosive Action.—Evidence of erosion of 
the oral and pharyngeal mucosa and esophagus 
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will occur with the ingestion of lye, phenol, alco. 
hols and acids. 

In any child who presents one or more of the 
foregoing symptoms and in whom adequate evi- 
dence for their cause cannot be determined, acute 
poisoning should be considered. The absence of 
history of poisoning does not rule out this possibil- 
ity. It is well to remember that children are 
usually too young and usually too frightened to 
give an accurate and adequate history. The latter 
may often be said of the parents as well. 


TABLE III. POISONINGS UNDER AGE FOURTEEN 
Minneapolis General Hospital 
1955 
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Treatment 


Of the dozens of telephone calls that the busy 
physician receives daily from worried and frantic 
parents inquiring as to the welfare of their sick 
child, very few of these calls constitute a real emer- 
gency. Any call about a child who has ingested a 
poisonous material or who has been suspected of 
ingesting a poisonous material is truly an emer- 


TABLE IV. SYMPTOMS 








Gastrointestinal 
Respiratory 
Circulatory 
Corrosive 


eo 





gency call; it can be strongly stated that in poison 
cases a matter of minutes may mean the difference 
between life or death. The treatment of poison- 
ing must be immediate. As physicians, we must 
accept this as a fact. As physicians, we must con- 
vince the parents of this fact. Table V indicates 
that the treatment may be divided into three 
stages: 


TABLE V. TREATMENT 








1. Removal of poison 

(a) emetic 

(b) gastric lavage 

(c) exchange transfusion 
2. Antidote 

(a) specific 

(b) universal 
3. Supportive care 
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EDICINE 


Removal of the Potson—This may be accom- 
plished by the use of an emetic. In general, it can 
be stated that the use of emetics as the only treat- 
ment of acute poisoning cases should be avoided. 
First of all because they are usually inadequate to 
empty the stomach and secondly they tend to give 
one a false sense of security. If emetics are used 
they should be used only as a preliminary emer- 
gency measure and should be followed by a gastric 
lavage. 

In recent work done in the Department of 
Pediatrics at Western Reserve University in which 
dogs were fed toxic levels of sodium salicylate, it 
was discovered that induced emesis within thirty 
minutes after ingestion significantly altered the 
blood salicylate level. I believe that it can be re- 
ported from this work that the induction of 
emesis as soon as possible after ingestion of salicy- 
lates is distinctly advantageous in this type of poi- 
soning. However, I do believe that this should 
still be followed by gastric lavage. Although there 
are many types of emetics that are available and 
can be used, apparently the most effective is syrup 
of ipecac. In our practice, we are now routinely 
prescribing 1 ounce of syrup of ipecac to parents 
with instructions to keep this for the specific use 
of inducing vomiting in their child in case of ac- 
cidental poisoning. This is given to the parents 
along with a brief lecture on the dangers of ac- 
cidental poisoning when the infant is approxi- 
mately nine to ten months of age. 

The method of choice in removal of ingested 
poisons is gastric lavage. In all cases or suspected 
cases of poisoning, lavage should be done im- 
mediately. There are certain exceptions to this 
tule. These exceptions are in patients who have 
consumed lye, ammonia, acids, strong alkalies and 
phenol. It is also to be avoided in the unconscious 
or convulsing patient. In the former group it is 
avoided because the danger of perforation of the 
esophagus and in the latter group because of the 
danger of aspiration during the procedure. It is 
the opinion of the author that lavage should also 
be avoided in hydrocarbon ingestion such as kero- 
sene and fuel oil because of the increased in- 
cidence of bronchial pneumonia following this 
procedure. The technique of gastric lavage is a 
simple and well-known one. However a few points 
are worthy of emphasis: 


1. Put child in Trendelenburg position. 
2. ‘The larger the tube passed, the easier and 
quicker the procedure. . 
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3. Suction mouth and nasopharynx frequently 
during procedure to prevent aspiration. 

4. Use small amount of lavage solution at a 
time—50 to 100 cc. maximum. Repeat for total 
of 1 liter. 

If the desired solution is not available, one 
should not delay the procedure. It is wiser to use 
water than lose valuable time. Before the tube is 
withdrawn, the specific or universal antidote is 
placed in the stomach. The tube should be 
pinched before its withdrawal to prevent possible 
aspiration of the material from the tube into the 
trachea. 

When there is a long time-interval between the 
ingestion of a poison and the starting of therapy, 
it is possible that much of the toxic material will 
have already been absorbed into the blood stream. 
Also there are certain poisons and toxic products 
of poisons that tend to remain in the blood stream 
in contrast to becoming fixed or deposited in the 
body tissues. It is in situations such as these that 
exchange transfusions may have great value. A 
specific instance is in salicylate poisoning. When 
the child is comatosed and/or the blood salicylate 
level is 65 to 70 mg. per cent, exchange trans- 
fusion should be considered. Another indication 
for considering exchange transfusion is in severe 
methemoglobinemia as in the result of ingestion 
of analine dyes or nitrates. 


Antidote.—When one turns to one’s therapeutic 
armamentarium in search for an antidote for a 
certain poison, one suddenly realizes there is not 
an effective antidote for every known poison. As a 
matter of fact, specific antidotes are relatively few. 
It is not the function of this discussion to list the 
various antidotes for the various poisons but 
rather to re-emphasize a well-known fact. With 
the plethora of pharmaceutical products, pro- 
prietary products, patent medicines, household 
substances that are now available to the public, it 
has been estimated that there are approximately 
250,000 trade names of such substances on the 
market today and this number is increasing daily. 
With this great number of products it is impossible 
for the practicing physician to be adequately in- 
formed as to the contents of each and every one 
of these, and to add to this dilemma, the labeling 
of these packages is often inadequate or lists long 
complex chemical names with which the average 
physician is not familiar. When the ingredient of 
the material ingested is unknown, adequate treat- 
ment for poisoning of course becomes more diffi- 
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POISON CONTROL CENTER 
FEderal 9-7751 
On weekends, holidays, and 
after 5:00 p.m. 
call 


FEderal 9-1411 











cult. In order to solve the physician’s dilemma in 
this situation, poison control centers have been set 
up throughout the entire United States. It is to 
these centers that the physician can turn for help. 
It is from these centers that the physician can ob- 
tain accurate knowledge and information as to the 
ingredients of the product that has been swallowed 
and also information as to the specific antidote, 
if any, and recommendations regarding additional 
treatments to be given in the particular case under 
question. 

When no specific antidote is available or when 
the nature of the poison is unknown, the use of 
the universal antidote is indicated. This should 
be placed in the stomach before the removal of the 
lavage tube, if possible. 


Supportive Care.—Close observation of all pa- 
tients who have ingested poisons is imperative re- 
gardless of the initial therapy. Hospitalization for 
at least a twenty-four-hour period is advisable for 
delayed action (shock, electrolyte imbalance, cy- 
anosis, et cetera) may follow in spite of what may 
seem adequate therapy at the time. The judicious 
and propitious use of oxygen, blood, electrolytes, 
stimulants and analgesics may not only be life- 
saving but will also render the patient more com- 
fortable. 

Poison Control Center 


A poison control center is primarily an informa- 
tion center, a point where a current index is com- 
piled and maintained that lists the constituents of 
all proprietary products, patent medicines, home 
remedies and household articles. In addition to 
this, the poison control center keeps abreast of the 
latest treatment and antidotes to be used in specific 
poison cases. This information is available on call 
of any physician or hospital. Some readers will 
recall that in 1957 at the Minnesota state medical 
meeting in St. Paul, the Minneapolis chapter of 
the American Academy of Pediatrics proposed the 
poison control center for the state of Minnesota. 
It is my pleasure to inform you that this poison 
control center is now in existence. Through the 
combined efforts of the Minnesota chapter of the 


744 


American Academy of Pediatrics, the Department 
of Pharmacology of the University of Minnesota, 
the city Health Departments, our Minnesota State 
Health Department, and the Minnesota State 
Pharmaceutical Society, the mother center of the 
Minnesota Poison Control Center has been estab- 
lished. It is in conjunction with the Minnesota 
State Board of Health. Within six months, substa- 
tions of this poison control center will be estab- 
lished throughout the entire state of Minnesota, 


At the present time, all inquiries relative to poi- 
soning may be directed to the mother poison con- 
trol center at the Minnesota State Board of Health. 
This center can be reached by calling FEderal 
9-7751. The center is in operation twenty-four 
hours a day. Special credit must go to Dr. War- 
ren Lawson, medical director of the poison control 
center, and also to Dr. Raymond Beiter and Dr. 
Harold N. Wright, professors of pharmacology at 
the University of Minnesota. These three men 
make the Minnesota’s Poison Control Center func- 
tion. 


A discussion of poisoning in children is not 
complete without emphasis on its prevention. Al- 
though significant advances in prevention have 
been made by organizations such as the National 
Safety Council, the American Academy of Pedi- 
atrics, the various life insurance companies, the 
State Board of Health, the campaign for the pre- 
vention of poisonings can and must be brought 
directly to the office of the individual physician. 
He can and should become the most ardent cam- 
paigner for this cause. He can awaken the parents 
to the possibility of poisonings in the home. He 
should lay the facts before the parents—the mor- 
bidity, the mortality and the serious sequellae. He 
must underscore that 99 per cent of accidental 
poisonings are due to the neglect of the parents. A 
child cannot read the poison label. Specific in- 
structions by the physician to the parents to carry 
out a household inspection on their arrival home 
will be rewarding. The gospel of prevention 
should be given when the child begins to crawl, or 
preferably before. The physician may enhance 
the prevention program in another way. He can 
discourage the use of candy-like medications such 
as aspirin, advise against the use of over-the- 
counter and devious home remedies. The physi- 
cian as an individual and the physician in an or 
ganized society can and should express his desire 
to the pharmaceutical companies for a safer pack- 
aging of their products. 
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RICHARD J. FREY, M.D. 


Minneapolis, Minnesota 


ARDIAC emergencies are commonly en- 
countered in practically all segments of clini- 
cal medicine. Fortunately, with the exception of 
circulatory arrest, instantaneous action is rarely 
necessary. Prompt attention is certainly the rule, 
but not before adequate evaluation and accurate 
diagnosis. Some potentially emergent states are 
self-terminating; some may persist for days with- 
out harm to the patient—as with atrial tachy- 
cardia in the absence of serious heart disease; 
others require prompt and dramatic maneuvers. 
The ability to arrive at a prompt and accurate 
diagnosis is not enough. The physician must be 
equipped to institute appropriate therapy apart 
from the confines of a hospital unit. Many emer- 
gencies must be managed initially in the home. 
Every physician exposed to this possibility must 
keep the necessary agents at hand. 

The conditions most frequently encountered as 
emergencies are the cardiac arrhythmias, circula- 
tory arrest, acute left ventricular failure, acute 
myocardial infarction and insufficiency and car- 
diac tamponade. 


Cardiac Arrhythmias 


The gravity of the presenting arrhythmia is 
dependent for the most part on the ventricular 









tate and the underlying cardiac status of the 
patient. Some arrhythmias are benign while oth- 
ers are of the utmost significance. Specific diag- 
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Treatment of 
Cardiac 


Emergencies 





Cardiac emergencies appear under a vari- 
ety of circumstances and frequently require 
recognition and treatment without the use of 
technical aids. 


The author enumerates the clinical indica- 
tions and contraindications as well as the 
mechanism of action of appropriate drugs in 
arrhythmias, circulatory arrest, acute left 
ventricular failure, acute myocardial infarc- 
tion and cardiac tamponade. 











nosis is essential to the appropriate and individ- 
ualized management of the arrhythmia. 


Extrasystoles—Frequent premature contractions 
are commonly seen in a normal heart. In associa- 
tion with acute myocardial infarction, extremely 
frequent or multifocal extrasystoles may warn 
of a serious emergency to follow, such as a ventri- 
cular tachycardia. Oral medication, even in this 
situation, should suffice. Quinidine 0.2 gm. or 
procaine amide hydrochloride (Pronestyl) 250 
mg. four to five times daily is usually adequate 
but should be increased to twice this dosage if 
the extrasystoles are not controlled. 


Paroxysmal Auricular Tachycardia—This con- 
dition is frequently well tolerated except in the 
presence of serious organic heart disease and the 
extremes in age. It is usually self-limited and 
in most instances will revert before specific ther- 
apy can be instituted. It is usually alarming to 
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the patient and deserves prompt medical atten- 
tion. Reflex vagal stimulation through carotid 
sinus pressure will often produce prompt cessa- 
tion of the attack. This maneuver may be haz- 
ardous in elderly patients in whom drug therapy 
with quinidine or digitalis becomes the treatment 
of choice. Simple sedation with sodium pento- 
barbital affords adequate therapy in many un- 
complicated incidences where the urgency is not 
great. Intravenous cedilanid 1:2 to 1.6 mg. or 
digoxin 0.5 mg. and 0.25 mg. every two hours to a 
dose of 1.5 mg. affords the most dramatic form of 
therapy and is frequently followed by prompt 
conversion. This is particularly true in infants 
when a dose of 0.5 mg. cedilanid is frequently 
used. Oral digoxin with an initial adult dose 
of 1.0 mg. and twenty-four hour dose of 2.0 to 
3.0 mg. may be used in less urgent situations. 
Quinidine sulfate is used as the treatment of choice 
in the elderly patient by some clinicians. It should 
be employed in all patients who do not convert 
with the above-mentioned measures in the ab- 
sence of distinct contraindications to the use of 
quinidine. The oral route is preferred; the con- 
dition of the patient may demand the parenteral 
route. An oral dose of 0.4 gm. every three hours 
is commonly employed, the total dose varying ac- 
cording to the tolerance of the patient. The in- 
tramuscular dose is the same as the oral. In criti- 
cal instances the intravenous route is employed. 
Quinidine lactate, 0.65 gm. diluted in 100 cc. 
9 per cent glucose, administered at a rate of 2 
cc. per minute may be given. The electro- 
cardiogram is used as a monitor during the in- 
fusion which may be stopped with signs of toxicity. 
Pronestyl has enjoyed considerable popularity but 
evidence does not support these views, particularly 
in auricular tachycardia where quinidine remains 
as the preferred drug. Pronestyl has approximate- 
ly one-third the potency of quinidine and must 
be used in comparatively larger doses. Its place 
is more clearly established in ventricular tachy- 
cardia. 


Pressor drugs, probably through their ability 
to cause reflex vagal stimulation, play a lesser 
role but may be tried when more conventional 
methods fail. Intravenous neosynephrine 0.5 mg., 
nor-epinephrine, methoxamine hydrochloride (Va- 
soxyl) and mephentermine sulfate (Wyamine) 
have all been employed. The drastic side effects 
of mecholyl makes its use extremely limited. 


Auricular tachycardia may be encountered in 
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association with atrio-ventricular block, this com. 
monly as a manifestation of digitalis intoxication, 
Digitalis should be discontinued immediately in 
this situation as well as in other arrhythmias oc- 
curring as a consequence of digitalis. A potassium 
salt, orally, as a single dose of 3 to 5 gm. or 
parenterally in a concentration of 80 to 100 mEq. 
per liter given at a rate of 0.5 to 1.0 mEq. per 
minute is used to counteract the digitalis intoxica- 
tion. 

Both quinidine and pronestyl are strongly con- 
tradindicated in the presence of any form of 
atrio-ventricular block. They are capable of de- 
pressing an ido-ventricular rate and causing ven- 
tricular fibrillation. 


Auricular Flutter and Fibrillation—tThe grav- 
ity of the clinical state is for the most part de- 
pendent upon the ventricular rate in both auricu- 
lar flutter and fibrillation. They constitute an 
emergency only when the degree of A-V block 
allows a rapid ventricular rate. Emergency ther- 
apy consists of slowing the ventricular rate by 
increasing the A-V block with digitalis, the route 
determined by the degree of the emergency. 
Quinidine may be employed subsequently if the 
digitalis fails to convert the heart to a normal 
rhythm. 


Ventricular Tachycardia —Ventricular tachycar- 
dia is most frequently seen as a complication of 
acute myocardial infarction and may be seen as 
a manifestation of digitalis intoxication or anoxic 
states. Paroxysmal ventricular tachycardia is 
quite unusual. 

The clinical status of the patient may allow oral 
therapy. Quinidine sulfate in a dose up to 0.6 
gm. every two hours to a total dose of 3 to 4 
gm. is not uncommonly used. The intramuscular 
route can be used, employing the same dose sched- 
ule when the oral route is not possible. Some 
clinicians prefer Pronestyl for use in this arrhyth- 
mia. The merits of each seem to be quite com- 
parable in this situation when used in a com- 
parable dose as described. 


The occurrence of ventricular tachycardia in 
association with acute infarction presents a grave 
situation and demands immediate therapy. Pat- 
enteral Pronestyl or quinidine is preferred. In 
spite of the frequent occurrence of hypotension 
with intravenous pronestyl in effective doses, I 
is preferred to intravenous quinidine by many 
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authors. It is used in a dose of 0.1 gm. per 
minute to a dose up to 1.0 gm. Intravenous 
quinidine given as previously described may be 
ued as the emergency demands, but cannot be 
given without assuming the risk of creating a 
more urgent situation. Neither quindine nor pro- 
nestyl should be used when an atrio-ventricular 
block is known to exist. 


Circulatory Arrest 
Carotid Sinus Syncope.—Such episodes consist- 
ing of extreme bradycardia or standstill are usu- 
ally of short duration spontaneously terminated 
before any therapy can be instituted. An attempt 
at prevention of recurrent attacks with anti-cho- 
linergic drugs forms the usual basis of therapy. 


Complete Heart Block and Stokes-Adam Syn- 
drome—Complete heart block may be associated 
with syncopal attacks, these usually due to paroxy- 
smal ventricular fibrillation or asystole. Occasion- 
ally persistent ventricular tachycardia may be the 
mechanism. Determination of the mechanism is of 
utmost importance since beneficial therapy in one 
instance may be deleterious in another. For- 
tunately many attacks terminate spontaneously. 

The use of quinidine and Pronestyl is contra- 
indicated because of the possibility of converting 
an idioventricular rhythm to a cardiac standstill. 
In ventricular asystole, mechanical stimulation by 
pounding on the chest should be tried immediately. 
Intracardiac adrenalin, 1 cc. of 1:1000 dilution, 
may be given if death appears likely. With ven- 


‘tricular tachycardia or fibrillation, adrenalin is 


of no value and may well be harmful. Treatment 
of paroxysmal ventricular fibrillation is quite un- 
satisfactory. Intravenous isopropylarternol hydro- 
chloride (Isuprel) has been of apparent benefit in 
cases where ventricular tachycardia is the cause 
of the syncopal attack. Isuprel intravenously or 
sublingually has been helpful particularly in the 
prevention of syncopal attacks by increasing a 
low idioventricular rate and thereby decreasing 
the likelihood of recurrent fibrillation. Rarely an 
attack will occur with simple slowing of the basic 
tate and may be effectively handled with Isuprel 
administered by either route. The effective use 
of molar lactate in the prevention and treatment 
of cardiac standstill has also been described. 
The most rational form of treatment in asystole 
is the externally applied electric pacemaker. It 
8 of no value in ventricular fibrillation. This 
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should ‘be used at the onset of asystole as the treat- 
ment of choice when available: Externally ap- 
plied electric counter shock has been used as a 
defibrillating mechanism as described by Zoll.*? 


Direct cardiac massage has enjoyed undue pop- 
ularity in the recent past. In the hands of the 
inexperienced and under poor conditions, such 
a maneuver is certain to produce disastrous re- 
sults. The benign course of a syncopal attack 
about to terminate spontaneously could well be 
fatally altered by a thoracotomy. Direct massage 
is inadvisable unless the patient is in the operating 
room or can be moved there directly. The situa- 
tion must be carefully weighed before such a 
hazardous procedure can be undertaken. 


Cardiac Arrest——As used here, cardiac arrest 
will not include the afore-described Stokes-Adams 
syndrome but will include arrest accompanying 
surgery. Prophylaxis through adequate preopera- 
tive preparation of the patient and careful anesthe- 
tic control are important. Hypoxia, changes in 
acid-base balance and underlying cardiac disease 
are all important etiologic factors. Atropine in 
adequate dosage is used to suppress excessive vagal 
stimulation. 

The two purposes of emergency treatment are 
the establishment or re-establishment of an ade- 
quate oxygen system and the restoration of the 
heart beat. While the airway is being established 
and 100 per cent oxygen delivered, external car- 
diac stimulation by pounding on the chest or 
attempted massage through the diaphragm when 
the abdomen is open is employed. However, 
with only minimal delay, the chest is opened and 
direct cardiac massage instituted. The electric 
pacemaker is ideal for standstill. If this is un- 
available, massage is continued.  Intracardiac 
adrenalin may be tried after several minutes of 
massage. Should the ventricle be found to be 
fibrillating, massage followed by electric shock for 
defibrillation is employed. Asystole following de- 
fibrillation must be managed as just described. 


Acute Pulmonary Edema 


Acute left ventricular failure with pulmonary 
edema is commonly encountered as a medical 
emergency. It is usually associated with hyper- 
tensive cardiovascular disease, valvular heart dis- 
ease or in association with myocardial infarction. 
Many will be treated initially or entirely outside 
the confines of a hospital unit. 
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Simple measures employed early will do much 
to ease the distress. The patient should be placed 
in a sitting position with the legs dependent. 
Morphine sulfate, usually in a dose of 16 mg. 
intramuscularly, frequently produces dramatic re- 
lief. Care must be taken in advanced pulmonary 
disease such as pulmonary emphysema when 
meperdine hydrochloride (Demerol) is_ better 
tolerated. Tourniquets may be applied to all ex- 
tremities to effect further pooling of blood when 
the earlier measures have not sufficed. These 
tourniquets are applied to occlude the venous re- 
turn but not the arterial flow. Intravenous amino- 
phyllin will relieve bronchospasm in many in- 
stances. The patient should be digitalized prompt- 
ly with one of the rapid acting preparations such 
as desacetyllanatoside C (Cedilanid D) or dig- 
oxin as described under cardiac arrhythmias. Mer- 
curial diuretics will be of delayed benefit. These 
measures can all be easily instituted in the home 
and frequently will suffice to control the current 
emergency. 

When hospitalization is required because of in- 
adequate response or complicating circumstances, 
inhalation of oxygen with an aerosol of antifoam- 
ing agent is indicated. Thirty per cent ethyl al- 
cohol placed in a humidifier or nebulizer is 
recommended. A positive pressure breathing ap- 
paratus may be of additional help in the more 
acute states. Occasionally when the venous pres- 
sure is high and distress acute, a phlebotomy of 
600 to 800 cc. becomes necessary to initiate the 
return to compensation. This is not advisable in 
states of shock or acute infarction. 


Myocardial Infarction 


Acute myocardial infarction presents an ex- 
tremely variable picture with treatment varying 
accordingly from conservative observation to in- 
tensive emergency medical management. It is 
generally agreed that the patient should be hos- 
pitalized where absolute bed rest can be en- 
forced. Pain should be relieved promptly with an 
opiate such as Demerol or morphine. The dose 
will vary with the patient and the severity of the 
pain. When the pain is severe, Demerol given 
slowly (intravenously) may be used until the de- 
sired effect is obtained. Oxygen should be used 
during the early days if any significant distress 
is apparent. It frequently helps to alleviate pain 
and generally improves the status of the patient. 
The mask is more effective but should be re- 
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placed with a tent if undue apprehension ; 
apparent, The controversy over anticoagulant 
therapy need not enter into this discussion since 
it is not a part of emergency care.* 

Congestive heart failure, cardiac arrhythmias 
and shock are the chief serious complications of 
acute infarction. Congestive failure and the ar. 
rhythmias are treated as previously discussed. The 
mortality increases sharply in the presence of shock 
in spite of prompt medical attention. Variou 
pressor drugs are now available. Mephentermine 
sulfate (Wyamine) in large intravenous doses has 
been shown to be effective. Forty-five to 60 mg. 
are given at once followed by an infusion of 300 
to 600 mg. in 500 cc. 5 per cent dextrose in water. 
Aramine bitartrate used both by the intramuscular 
and intravenous routes has been very useful. Nor- 
epinephrine has been used extensively as a slow 
intravenous drip with 4 to 16 mg. in 1000 cc. 5 
per cent dextrose given at a rate necessary to re- 
store normal blood pressure. It has the disad- 
vantage of requiring constant professional ob- 
servation. Severe ischemic reactions with slough- 
ing have occurred secondary to subcutaneous in- 
filtration. Too frequently, the response to pressor 
agents is a transitory one followed by a state of 
non-responsive shock and death. However, their 
use has undoubtedly made recovery possible in 
some otherwise hopeless situations. 


Cardiac Tamponade 


Tamponade is very frequently caused by hemo- 
pericardium as a terminal event secondary to rup- 
ture of the heart or dissection of the aorta. How- 
ever, exudation, transudation or controlled bleed- 
ing may produce serious cardiac tamponade re- 
lieved by draining of the pericardial sac. This 
can be performed without great difficulty by 
needle aspiration through an anterior approach. 
The relief of symptoms can be dramatic. Direct 
surgical drainage carries very little risk today 
and has the advantage of making a pericardial 
sac biopsy available. 


References 


1. Zoll, P. M.: Resuscitation of the heart in ventricu- 
lar standstill by external electric stimulation. New 
England J. Med., 247:768-770, 1952. 

2. Zoll, P. M., Linenthal, W. G., Paul, M. H., and 
Norman, L. R.: Termination of ventricular fibrilla- 
tion in man by externally applied electric countet- 


shock. New England J. Med., 254:727-732, 1956. 





*Eprror’s Nore: A number of cardiolgists feel that 
it should be used in the acute stage of the disease. 
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Emergency Diagnosis of 


Unconsciousness 


ERTAIN large institutions receiving great 

numbers of patients have had the wide ex- 
perience needed to tabulate some of the causes of 
unconsciousness met with as emergencies. I have 
not hesitated to borrow freely from all sources 
which could give me help, and the rules in effect 
in city hospital emergency rooms have proven to 
be most useful. 

In the first place, the practicing physician is able 
to sort out many patients whose unconsciousness 
stems from benign causes, and even to do this 
to a limited extent on the telephone. The simple 
faint of an excited girl in a big crowd at a party 
is cured before the physician arrives. I might add 
that most of the time, even if I think I know what 
is the matter with an unconscious patient, it seems 
better to drop everything and run to the patient if 
I can. Benign unconsciousness looks like just as 
much of an emergency as any other kind, and the 
reaction of bystanders is usually less than calm; 
the arrival of a doctor at this point may put him at 
quite a disadvantage as far as the care of the 
patient is concerned, but it is evidence of good 
faith and devotion, and we need to make visible 
as much of this evidence as we can in the present 
day, 

In these simple faints, with patients who are 
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known to us, the history just about makes the 
diagnosis, and a simple examination made on the 
spot will confirm it. In what I am about to say, 
the history and examination are equally important, 
even though we shall be dealing with more serious 
troubles. With patients brought to a hospital by 
ambulance, the history is missing, and if it is not 
obtained by telephone or from an accompanying 
relative, one is left to practice veterinary medicine. 
I intend no slur on my brother practitioners who 
care for dumb animals, but wish to emphasize the 
difficulty of the situation we are discussing. 

The police are reliable and efficient aids in 
getting an emergency history when the situation 
permits and demands their service. They are also 
wise enough to nose around and hunt for liquor 
and pill bottles—partially and completely empty. 
They know where in a menage to find them. One 
must simply remember not to ask their aid with 
the wrong patient or family, if offense might be 
given. 

In large published series, the history makes or 
confirms the diagnosis in eight patients out of ten. 
These figures include the 60 per cent of all pa- 
tients having comas which are alcoholic in origin 
who find their way to city hospitals. 

One should try to get information about the 
type of onset noted, any injury, infections, con- 
vulsions, diabetes, headache, heart trouble, kidney 
trouble, high blood pressure, and consumption of 
alcohol or other poisons. 
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Physical examination must be rapid and 
thorough. It is not a time to linger over details 
which are of doubtful aid. On the other hand, 
listening to the heart to see if it is beating is not 
an adequate examination either. The color, 
posture and movements of the patient must be 
noted. He must be gone over thoroughly for 
wounds and evidence of injury. This requires the 
removal of clothes, but I have seen it tried with- 
out. One needs to be burned with this kind of 
fire only once, though, to learn his lesson. Shock 
must be determined at once, and if it is present, 
must be treated before anything else is done. 


Pupils, optic fundi, ears, nose and throat must 
be tested and examined. One of the few times I 
ever played the role of hero was with a patient 
who had fever, was unconscious, and had a normal 
spinal fluid demonstrated elsewhere earlier the 
same day. I looked in his ears and he had a 
cholesteatoma on the left with a foul discharge. 
His lateral thrombosis was successfully 
operated on after a second spinal puncture showed 
a positive Queckenstedt test on the left, and with- 
out question I had helped to save his life. 


sinus 


Odors must be noticed. Alcohol can be de- 
tected often on these patients, but the examina- 
tion cannot stop at that point. Every other cause 
of coma can occur in an alcoholic patient, and the 
non-alcoholic can get sick and take a drink be- 
cause he feels it would be good for him or would 
make him feel better, only to become unconscious 
from his illness an hour later. Illuminating gas 
and acetone have characteristic odors which lead 
one straight toward diagnoses. 


The neck must be tested carefully for stiffness. 
Heart, lungs and abdomen must be looked over 
quickly, and their signs evaluated carefully. How 
can one diagnose a ruptured spleen without an 
abdominal examination? Or a dissecting aortic 
aneurysm? Reflexes have to be examined, the 
rectal glove used, and finally, the general impres- 
sion of the patient must be summarized at this 
point before anything else is done. Most of the 
time the job of diagnosis is now finished, but 
about a fourth of the time, further information 
must be had on an emergency basis; this usually 
requires laboratory and x-ray examinations. 


Skull x-rays must be made on all injury cases who 
are unconscious, unless the patients are in shock. 
Then they can wait. All patients with obscure 
diagnoses must have skull x-rays too. A chest film 
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may be done later. Sometimes this will lead one 
on to an unsuspected tuberculous meningitis. 

Where the question of poisoning seems to exist, 
lavage of the stomach must be carried out 
efficiently with a large tube and the washings 
must be saved carefully for diagnostic purposes 
as well as for legal use later. With many if not all 
unconscious patients, an inlying nasogastric tube 
is helpful not only for diagnosis but for treatment, 
too. The bladder must be catheterized and a com. 
plete urinalysis done, as well as a culture made, 
Many of the Gram-negative bacteremias with 
shock occur secondary to urinary tract infection 
or instrumentation. Patients still catheterize them- 
selves. Finding no sugar in the urine does not 
mean that the patient is not diabetic. If insulin 
lumps are found on the thighs, the patient may be 
in insulin shock. Only a blood sugar will deter- 
mine this. 

Hemoglobin, blood smear and white blood cell 
counts may be needed. If there is fever, or sugges- 
tion of infection, a blood culture must be drawn. 
Severe infection with unconsciousness often pro- 
duces blood stream infection, and specific treat- 
ment requires this information, particularly if the 
condition has been produced by previous antibiotic 
treatment. 

In the “medical” type of unconsciousness, blood 
urea nitrogen and Wassermann tests have to be 
started. Many clinicians recommend determination 
of amylase and carbon dioxide combining power, 
as well. In alcoholic patients there is an occasional 
fulminating pancreatitis presenting as a case of 
coma. 

Finally, one must decide whether a spinal punc- 
ture is to be done. It should be routine in all 
unconscious injury cases unless the patients are in 
shock, in suspected strokes, convulsions, in the 
presence of signs of increasing intracranial pres- 
sure (such as rising pulse and blood pressure), 
and when patients have stiff necks, Kernig or 
Brudzinski signs. And of course, spinal puncture 
should be done if the diagnosis isn’t clear by the 
time one has reached this point. 


Summary 


The classical routine for diagnosis of the cause 
of unconsciousness has been presented once agail, 
in a form so brief as to be almost an outline 
Although the routine is approaching half a century 
in age, very few modernizations are required to 
make it conform to the best practice today. 
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Catastrophic Drug Reactions 


Y COLLEAGUES and I have been fortu- 

nate in not encountering many catastrophic 
reactions to drugs. We would like to believe that 
this is because of certain precautions we have 
taken over the years. Early frightening experi- 
ences with severe status asthmaticus that followed 
the inadvertent administration of acetylsalicylic 
acid (aspirin) to patients with asthma and nasal 
polyps who were sensitive to this commonly used 
drug led to careful questioning of each patient 
about this and other drug hypersensitivities. When 
the history of any drug allergy was obtained, we 
promptly stamped the words “Drug Allergy” on all 
parts of the patient’s records to alert all con- 
cerned not to administer this particular agent; this 
device worked extremely well. Then, as allergic 
sensitivity to sulfonamides, penicillin and many 
other new drugs was encountered, the Mayo Clinic 
history records were revised to provide a special 
space in which to record the presence or absence 
of any known drug allergy and the type and 
severity of the reaction. 

This same information about drug allergy also 
is recorded on the cards referring the patient to 
the hospital in order to alert surgeons, anesthesiol- 
ogists, nurses and the staff generally, so that the 
offending medicament will not be administered. 
Each nurse who is about to give a drug to a 
patient for the first time is instructed to inquire 
of the patient about previous allergic reactions to 
the drug. 

Before administering contrast mediums intra- 
venously for excretory urography or cholangiog- 
raphy, the physician inquires regarding any 
allergic diseases and drug reactions, with particular 
emphasis on sensitivity to iodine or previous un- 
toward experience with intravenous urography. If 
such a history of sensitivity or serious allergy to 
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iodine exists, the examination is canceled. If no 
contraindication is elicited, the physician injects 
1 or 2 ml. of contrast medium. If a reaction does 
not occur in about one minute, the remainder of 
the dose is injected. Similar precautions prevail 
in the investigation of the cerebrospinal system by 
means of contrast mediums. We are certain that 
many potentially serious reactions to drugs, con- 
trast mediums and anesthetic agents have been 
avoided by these precautions. 


Report of Cases 


Reliable or safe tests for most kinds of drug 
hypersensitivity do not exist, and even a careful 
history will not reveal all potential allergic re- 
actions to drugs. This is illustrated in the follow- 
ing two Cases. 


Case 1.—A fifty-seven-year-old man seen at the Mayo 
Clinic in 1946 had passed renal stones once or twice a 
year during the previous five years. No history of per- 
sonal or family allergy was elicited. Aside from mild 
obesity and minimal evidence of gout, results of physi- 
cal examination were normal. 

An ampule of iodopyracet (diodrast) was administered 
intravenously for study of the renal pelvis and ureters. 
The patient suddenly became dyspneic and cyanotic. 
The patient died despite use of artificial respiration and 
the administration of oxygen. 


Although it was not proved, his death was at- 
tributed clinically to respiratory failure on an 
allergic basis. This may not be a valid conclusion, 
however, inasmuch as three somewhat similar 
catastrophies during intravenous urography were 
shown at necropsy to be due in two instances to 
cerebrovascular accidents and in the other case to 
coronary occlusion. 


Case 2.—A sixty-nine-year-old woman with asthma, 
nasal polyps and sinusitis gave no history of other allergic 
conditions, including sensitivity to either penicillin or 
aspirin. Results of skin tests with inhalant antigens were 
normal. The surgical construction of bilateral naso- 
antral windows with polypectomy was carried out with- 
out incident or difficulty. 

The patient returned to her room after operation in 
good condition; she was able to get into bed with help, 
she spoke to her daughter, and her blood pressure was 
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120 mm. of mercury systolic and 80 diastolic. Procaine 
penicillin (300,000 units) was then injected intramuscu- 
larly. The patient died within twenty minutes despite 
artificial respiration and intratracheal administration of 
oxygen. The heartbeat was not heard. Necropsy dis- 
closed pulmonary emphysema (grade 3), hypertrophic 
bronchitis and coronary sclerosis (grade 2). Death was 
ascribed to anaphylactic shock due to allergy to peni- 
cillin. 


A more insidious yet equally catastrophic re- 
action to penicillin is illustrated in the next case. 


Case 3.—A thirty-nine-year-old housewife came to the 
clinic in November, 1953, because of asthma, nasal 
polyps and sinusitis. After construction of naso-antral 
windows, polypectomy and ethmoidectomy were done, 
radium was applied within the nose. The patient gave 
a history of a sensitivity reaction to penicillin G in 
1950; therefore, on the assumption then held that cross 
reaction did not occur between penicillin G and O, 
penicillin O (1,000,000 units) and_ streptomycin 
(0.5 gm.) were given intramuscularly for six days after 
operation and apparently were well tolerated. At home 
in December, 1953, the patient again was given penicil- 
lin O, together with aureomycin, for pneumonia. 

The patient returned to the clinic in January, 1954, 
and was hospitalized for six days because of erythema 
multiforme. Sensitivity to iodides was suspected, and 
this was confirmed two weeks later at home when the 
dermatitis recurred within hours of taking one teaspoon- 
ful of an iodide mixture. 

Asthma recurred in February, and she was hospitalized 
for two weeks at her home town, where she received 
penicillin O, cortisone and other supportive measures. 
Evidence of polyneuritis appeared; the calves became 
painful, and burning, swelling and edema of the feet 
developed, followed by purpura and ecchymosis on the 
legs, arms and trunk. 

In March, 1954, the patient returned to the clinic 
because of asthma, swollen hands, feet and joints, and 
purpura. The eosinophils in the peripheral blood com- 
prised 55 per cent of the leukocytes. The erythrocytic 
sedimentation rate was 55 mm. during the first hour 
(Westergren method). There was no fever. Scratch 
and passive-transfer tests with penicillin gave negative 
The neurologic diagnosis was symmetric poly- 
neuritis of allergic type. Muscle biopsy revealed the 
findings of periarteritis nodosa. Bone-marrow studies 
showed severe eosinophilia and perivascular cuffing with 
plasma cells. 

Despite supportive measures and use of cortisone, the 
course was downhill. Tachycardia, hypertension, weak- 
ness, hematuria, pyuria, deep muscular aching, severe 
abdominal pain and a stiff neck were outstanding. Dis- 
orientation and hallucinations were terminal symptoms 
one month later. Necropsy revealed periarteritis nodosa 
(necrotizing arteritis), small zones of hemorrhage in the 
intestine, kidneys, liver, lungs, spleen and heart, and 
large areas of hemorrhage in the brain and behind the 
stomach. The lungs showed bronchitis and bronchiectasis. 
The adrenals were atrophic. 
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results. 


One must conclude either that cross sensitivity 
was present between penicillin G and penicillin 0 
or that hypersensitivity to penicillin O developed 
during the course of its several administrations, 
Although hypersensitivity to iodide was demon. 
strated in this patient, none was given during her 
last three months. 

Reporting a nationwide survey of severe re- 
actions to antibiotics, Welch’ compiled a total of 
1,072 reactions that were classified as being 
threatening to life, including among others 809 
with anaphylactic shock, seventy severe cutaneous 
reactions, forty-six blood dyscrasias and_ thirty- 
eight cases of angioneurotic edema with cerebral 
or respiratory involvement; 1,925 reactions were 
classified.as not threatening life. The preponder- 
ance of reactions followed administration of 
penicillin. 

Bronchoscopy of patients with asthma is 
occasionally necessary but it is not always without 
hazard, as illustrated in the following instance. 


Case 4.—A fifty-two-year-old housewife previously had 
had nasal polypectomy. She came to the clinic because 
of asthma requiring hospitalization. No history of pre- 
vious drug allergy was obtained. One month previously, 
corticotropin (ACTH) .and prednisone (meticorten) had 
been administered for one week. A_ leukocytosis of 
17,900 cells per cubic millimeter of blood, with 11.5 per 
cent eosinophils, was present. Results of skin tests 
showed sensitization to cow dander and house dust. 

In preparation for bronchoscopy, 75 mg. of meperi- 
dine (demerol) hydrochloride was administered, after 
which the throat was sprayed with 3 ml. of a 2 per cent 
solution of tetracaine (pontocaine) hydrochloride and 
the pillars were painted with 2 ml. of a 10 per cent solu- 
tion of cocaine; an equal amount of cocaine was then 
instilled in the trachea. The patient appeared to choke 
on the anesthetic material, and extremely severe asthma 
developed immediately, with pronounced anoxia and 
rapid unconsciousness. A dose of 0.5 ml. of epinephrine 
was given intravenously and 1 ml. also was administered 
intramuscularly; 50 mg. of hydrocortisone (solu-cortef) 
with 0.5 gm. of aminophylline also was given intraven- 
ously. This was followed by a return of consciousness 
and gradual recovery. 


Sensitivity to pontocaine may be inferred to have 
been present in this instance, because five days 
later, after demerol sedation and with cocaine 
anesthesia, the patient withstood without incident 
the removal of a large number of polyps from 
both ethmoid regions, thorough ethmoidectomy, 
and removal of part of the cystic polypoid left 
middle turbinate. Both sphenoids and the right 
antrum were filled with dried mucopus. A right 
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antral window was made. In preparation for 
both bronchoscopy and the intranasal operations, 
the patient was given the usual preoperative course 
of cortisone customary for patients who have had 
previous recent steroid therapy. 

The final case, which has been reported pre- 
viously in greater detail,? illustrates a different 
type of catastrophic reaction to a drug, namely 
arsenic given in the form of Fowler’s solution for 
the treatment of asthma. 


Case 5.—A thirty-four-year-old farmer was admitted 
to the hospital in June, 1952, because of asthma for 
which he had been taking a solution containing 5 gm. 
of arsenic per liter. On arrival he was stuporous and 
delirious; a stiff neck was present, with bilateral Ba- 
binski’s signs. Cyanosis, wheezing rales and rhonchi 
were present. He was sweating and dehydrated. His 
temperature was 101.2° F. The urine contained 0.4 mg. 
of arsenic per liter. The cerebrospinal fluid was under 
increased pressure (480 mm. of water) and contained 
8,000 erythrocytes per cubic millimeter. 

His course in the hospital was stormy, but he re- 
sponded to treatment, which included British anti-lewisite 
(BAL), ACTH, penicillin, oxygen and the usual anti- 
asthmatic remedies. Ten days after admission, it was 
noted that he was practically blind. Nine months later, 
his vision had improved sufficiently that he could read 
large letters, but he could distinguish only dark colors. 
Other less serious residuals from the hemorrhagic en- 
cephalitis also were present. 


Treatment of Catastrophic Drug Reactions 


The physician must be ready at all times to treat 
allergic drug reactions quickly and effectively. 
Fortunately, the agents most needed to cope with 
such emergencies are to be found in most physi- 
cians’ bags. Unfortunately, these agents are not 
always assembled and immediately available in 
hospitals and clinics. Therefore, Lofgren and I° 
have proposed and prepared emergency sets to 
combat anaphylaxis. These sets are placed in 
strategic locations in the Mayo Clinic, the Roches- 
ter hospitals, and in the research and physiology 
departments where one is most likely to encounter 
anaphylactic reactions. The sets contain two 
l-ml. ampules of epinephrine (1:1,000), two am- 
pules of aminophylline (grains 334 [0.25 gm.] 
each), one 1,000-ml. bottle of a 5 per cent solution 
of dextrose in distilled water, one 10-ml. ampule 
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of diphenhydramine (benadryl) hydrochloride (10 
mg. per milliliter) and one bottle of hydrocortisone 
(100 mg.), together with various syringes, long 
and short needles, scalpel, hemostat, suture 
material, alcohol, sponges and a set for the intra- 
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venous administration of fluids. Other items of an 
emergency nature could be included but have been 
omitted since the primary objective is to be ready 
to treat anaphylactic reactions adequately and 
promptly. Oxygen (tank and mask) is also im- 
portant and is readily available in the clinic and 
the hospital areas already mentioned. Most re- 
actions encountered are mild and respond to in- 
jections of epinephrine and oral antihistaminic 
therapy. 

Penicillinase, an enzyme that promptly neutral- 
izes penicillin in vivo, is also available but has not 
been tested by us. Because it is said to have sen- 
sitizing potentialities,t its use perhaps should be 
reserved at present for major reactions to penicillin 
until its safety can be further studied. 


Comment 


Lofgren and I* emphasized the importance of 
catastrophic reactions in 1956 as follows: 


“Minutes count when one is confronted with a severe 
anaphylactic reaction such as may follow the administra- 
tion of drugs, serums, antigens, antibiotics, local anes- 
thetics, dyes, and contrast mediums to which a patient 
may be hypersensitive, or such as may follow the bite of 
a wasp, yellow jacket, or bee to whose venom a patient 
is similarly hypersensitive. The suddenness, unexpected- 
ness, and severity of the reaction are most likely to find 
the physician unprepared to cope with it promptly and 
adequately. The anaphylactic reaction may take different 
forms, all of which are potentially serious and include 
choking, cyanosis, apnea, status asthmaticus, syncope, 
shock, convulsions, stupor, and generalized urticaria and 
angioneurotic edema. The patient may die.” 


Conclusions 


It is best to avoid giving a patient any drug to 
which he is known or suspected to be sensitive. 
Adequate tests for drug allergy do not exist. One 
must have ready and assembled in appropriate 
areas in clinics and hospitals all the medicaments 
and instruments necessary to combat without delay 
any type of reaction to drugs. 
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Non-penetrating Trauma to the Liver 


Discussion and Report of Three Cases 


~ 


| Hendneuerss to the liver can be divided into 
two classes: the closed, non-penetrating, 
crush or “fracture” wounds; and the open or 
penetrating wounds. No attempt will be made 
herein to deal in detail with penetrating in- 
juries, although the remarks regarding therapy are 
in general applicable to both types. Non-pene- 
trating injuries are relatively infrequent. Spark- 
man and Fogelman in 1953 reported 100 cases 
of hepatic injury, eight of which were non-pene- 
trating. Of the eighty-one cases reported by 
Madding in 1955 from a city-county general hos- 
pital, 20 per cent were of the closed type.” 

In contrast to penetrating injuries, where the 
mechanism of injury, such as bullet wound or 
knife, is obvious, the non-penetrating injuries of 
the liver have a more obscure etiology ranging 
from crushing of the body to simple falls, as will 
be illustrated later. Many of these severe vis- 
ceral injuries are the result of traffic accidents 
which destroy almost 40,000 lives each year and 
produce an additional 1,350,000 less-than-fatal 
injuries.» The importance of the motor car in 
creating severe trauma to the human body has 
been analyzed by Zollinger* who studied emer- 
gency room cases for one year and found that 
although traffic injuries were the cause of only 
8 per cent of the emergency room visits, 25 per 
cent or one in every four traffic injuries required 
hospitalization—three times the average hospital- 
ization rate for other emergency room cases. 

That injuries to the liver prove a serious 
therapeutic problem is illustrated by a review of 
mortality statistics over the past thirty-five years 
as shown in Table I. The striking decrease in 
mortality during recent years reflects many fac- 
tors, including the use of surgery, liberal employ- 
ment of whole blood, advances in anesthetic 
methods, use of antibiotics, and the better appre- 
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With the increase in number of accidents, 
physicians will be confronted with more liver 
trauma. Early recognition and treatment will 
reduce mortality and morbidity, according to 
the author. Clearly and concisely written, 
this article is recommended reading for all 
medical practitioners. 











ciation and treatment of the combined thoraco- 
abdominal injury. 


Diagnosis 

As mentioned earlier, the diagnosis in cases of 
penetrating injury is usually obvious or suspected 
enough to dictate immediate exploration. How- 
ever, in the non-penetrating injuries the diagnosis 
may be very difficult. There are no pathogno- 
monic signs and symptoms, and evidences of intra- 
abdominal injury may be delayed for several 
hours. This dangerous delay has been referred to 
as the “period of illusion” by Penberthy and 
Reimer. In large, deep fracturing wounds of 
the liver, the signs of rupture are mainly those 
of shock, blood loss, and peritoneal and dia- 
phragmatic irritation. Tenderness and distention 
with some rigidity are common. The absence of 
bowel sounds is an important sign, and ausculta- 
tion of the abdomen should be a routine step ‘n 
the examination. Fever and rising leukocyte count, 
in the absence of other explanation, should sug- 
gest liver injury with blood and bile in the peri- 
toneal cavity. In case of a subcapsular hema- 
toma, as in Case 2, a tender, enlarged liver may 
be palpable. With a central liver rupture, bleed- 
ing may occur into a large bile duct and make 
its appearance as bloody vomitus or stool.* Care- 
ful, repeated clinical examination in the suspected 
cases will be of greatest value. 

X-rays of chest and abdomen may be helpful 
but usually are not. Peritoneal needle aspiration 
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NON-PENETRATING TRAUMA TO THE LIVER—THOMAS 


TABLE I. MORTALITY RATES IN WOUNDS OF THE LIVER 














Year Published Period of Report Source Type of Injury Number of Cases Mortality Rate 
1918 ww I U. S. Army All types ? 66.2% 
1931 1900-31 Gen hospital Non-penetrating 24 66.6% 
1939 1915-37 Gen hospital Non-penetrating 60 68. % 
1941 1931-41 Gen hospital Non-penetrating 100 81. % 
1946 (5) 1944-45 U. S. Army All types 829 27. % 
1947 Prior to 1947 Gen hospital All types 26 30. % 
1953 (8) 1946-53 - Gen hospital All types 100 10. % 

















Abridged from Sparkman and Fogelman: Wounds of liver—a review of 100 cases. Annals of Surgery, 139: 692, 1954!. J. B. Lippincott Company. 


By permission. 


isa valuable diagnostic tool (Case 1) but must be 
used with judgment and-care and not as a sub- 
stitute for other methods of examination.® 

Little has been said thus far with regard to 
those serious and complex injuries which may be 
associated with liver trauma, but the frequency 











TABLE II. EFFECT OF MULTIPLE INJURIES ON 
LIVER INJURY 
(829 Cases) 

Mortality Rate Per Cent 
Liver uncomplicated 9.7 
Liver plus one other organ 26.5 
Liver plus two other organs 39.7 
Liver plus three other organs 54.8 
Liver plus four or more other organs 84.6 








Madding, G. F.: Injuries of the liver. A.M.A. Arch Surg., 70: 748, 
1955°. Published by A.M.A. By permission. 

of multiple injuries, especially those of chest, 
brain and abdomen, which accompany extensive 
trauma are well-known to all of us. In the space 
allotted, we cannot explore the various complica- 
tions of such multiple injuries but Table II il- 
lustrates graphically the effect of multiple in- 
juries upon mortality. 


Treatment 


Because the patient may exhibit no external 
evidence of injury, the basic approach in treat- 
ment emphasizes thorough, careful, and repeated 
examinations, and hour-by-hour observation while 
the diagnosis remains in doubt. Repair of the 
damage to the liver will be tempered by com- 
plicating injuries to the head, chest, and ex- 
tremities and the routine resuscitative and sup- 
portive measures—including oxygen, whole blood, 
and correction of respiratory obstruction—should 
be employed. If vomiting or other signs of intra- 
abdominal injury are present gastric suction should 
be instituted. An indwelling urethral catheter will 
assist in providing accurate measurement of fluid 
losses. Associated injuries must be evaluated and 
treated in the order of their importance. If ab- 
dominal exploration is decided upon, adequate 
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amounts of whole blood must be at hand. Endo- 
tracheal anesthesia should be employed in the 
event that the thoraco-abdominal approach is de- 
cided upon. Relief of pain with the use of mor- 
phine should be cautious because of the masking 
effect of the narcotic and the possibility of exten- 
sive liver damage altering the detoxification rate. 

The definitive treatment of liver injuries is sur- 
gical since from even small hepatic wounds large 
amounts of blood and bile may drain. Associated 
intrathoracic injuries may be corrected at the 
same time, thus the thoraco-abdominal approach 
may be considered.” The vertical paramedian in- 
cision provides adequate exposure for exploration 
of the upper abdomen and the transverse ab- 
dominal incision also has the advantage of ease 
of extension if associated injuries, such as rupture 
of the colon or spleen, are found. The posterior 
approach through the bed of the twelfth rib pro- 
vides the best access to the posterior surface of 
the liver and drainage of the subphrenic space.* 

Upon opening the peritoneal cavity, one will 
occasionally find no gross evidence of liver in- 
jury; there will be no free blood or bile present. 
In such an instance, careful inspection and pal- 
pation of the entire liver should be performed 
searching for a subcapsular rupture which should 
then be opened and drained. The posterior peri- 
toneal surface of the abdomen should also be 
visualized for signs of injury and concealed hemor- 
rhage. Usually the operator will find the peri- 
toneal cavity filled with blood, both liquid and 
clotted. This blood should be aspirated quickly 
and carefully measured to aid in the estimate of 
blood replacement. However, this blood should 
never be used for auto-transfusion purposes since 
it may contain bile and necrotic liver tissue. After 
removal of the blood, inspection of the liver will 
usually reveal the damage and no active bleed- 
ing will be found. This absence of active bleed- 
ing from the liver wound at the time of explora- 
tion is of interest and has been noted by several 
authors, 
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Only 9 per cent of the cases reported by Mad- 
ding? and none of the three cases included in this 
report showed active bleeding at the time of ex- 
ploration. Usually there will be a slow oozing of 
blood from the vital liver tissue but this tends to 
stop rapidly by clot formation. The most effective 
control of hepatic hemorrhage can be obtained by 
the use of deep sutures of coarse catgut but the 
Operator should recognize the disadvantages of 
such sutures which may produce segmental ne- 
crosis or create a closed cavity with subsequent 
abscess formation. 

When confronted with rapid bleeding, an at- 
tempt at the suture control may be necessary, 
accepting the hazards of necrosis and attempting 
to provide adequate drainage for the subsequent 
necrotic liver tissue. Furthermore, suturing is often 
difficult in the presence of extensive fragmenta- 
tion of the liver tissue and especially in those in- 
accessible fractures of the posterior and superior 
surfaces of the liver, Temporary control of rapid 
hemorrhage from the liver can be attained by 
inserting the index finger through the foramen 
of Winslow and compressing the portal vein and 
hepatic artery between the thumb and index 
finger. Almost all authors+?® now agree that 
the gauze pack so popular in the past should never 
be used unless absolutely necessary to control 
bleeding uncontrollable by any other means, The 
gauze pack acts as a tampon blocking adequate 
drainage, promoting necrosis and pocketing of 
bile and exudate. In combined thoraco-abdom- 
inal injuries where the diaphragm has been su- 
tured the gauze pack may cause bile and other 
materials to seek exit through the pleural space 
via the sutured diaphragm, leading to bile pleuri- 
tis, empyema, and broncho-pleural fistula. Aside 
from the discomfort of its removal, which usually 
requires the imposition of another general anes- 
thetic upon an already desperately ill patient, 
gauze packs are reported in association with such 
complications as intrahepatic necrosis and abscess, 
hemorrhage following its removal, et cetera. 
Similarly, the use of so-called “absorbable” agents 
such as “gelfoam” and “oxycel” should be avoided 
since they may delay hepatic healing and act as 
foreign bodies.® 

It is also generally agreed that all macerated 
or devitalized fragments of the liver should be 
removed in order to prevent the sequence of 
necrotic liver tissue, infection, and sequestration.’ 
If a large portion of a lobe is incompletely am- 
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putated by the injuring force, it is probably wiser 
to complete its resection and rely on the functional 
reserve of the remaining hepatic tissue. If a sub. 
capsular collection of blood and bile is found, the 
capsule should be opened and a careful search 
made to locate the area of greatest hepatic injury, 
in order that the devitalized tissue may be re. 
moved and the drains be placed in the correct 
position. 

Madding has stated that the establishment of 
adequate external drainage of both bile and the 
products of tissue injury is the most important 
feature of the surgical care of liver wounds. 
Sparkman and Fogelman state that while hemor- 
rhage constitutes the principal immediate threat 
to life, the most frequent complications are those 
related to infection, liver necrosis, and inadequate 
drainage. As in all surgical infections, depend- 
ent drainage should be the goal, and the use of 
several large soft rubber drains brought out 
through the flank or through the bed of the 
twelfth rib should be employed. The drains 
should be brought out through a wound large 
enough to admit the operator’s two fingers with 
ease and not through the ordinary small stab 
wound. Large fragments of liver tissue may be 
expelled along the drainage tract and the drain 
opening should be large enough to permit ade- 
quate drainage and adequate digital exploration 
of the wound during the postoperative period. 


Postoperative Care 


The postoperative care of these injuries is large- 
ly a recapitulation of the principles already stated. 
Whole blood should be replaced as rapidly as 
necessary and measurement of the quantity of 
blood removed from the peritoneal cavity in the 
operating room will aid in estimating the quan- 
tity to be replaced. Gastric suction will be 
necessary until the postoperative ileus runs its 
course. Fluid requirements should be carefully 
calculated and urine output measured at hourly 
intervals until adequate urine output has been 
established. Initial antibiotic therapy should in- 
clude penicillin and some broad spectrum agent, 
and it seems wise to administer a well-tolerated 
broad spectrum agent until drainage ceases or 
until a firm drainage tract or fistula establishes 
itself. The most important objective in the post- 
operative period is to maintain adequate drain- 
age from the injured liver tissue until all of the 
necrotic material has been expelled. Beginning 
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on the third or fourth postoperative day, the 
surgeon, using aseptic technique with sterile gloves, 
should explore the drainage opening with the 
gloved fingers, and this procedure should be done 
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that was struck from behind by another automobile. 
The patient was admitted to the hospital in an un- 
conscious condition without pulse or blood pressure. 
Oxygen was started by nasal catheter and one unit of 
plasma was given rapidly followed by 500 ml. of whole 











wée 
35°000_. 
30000 _| 
ZS 000_ 
105) 
104] 20000 _| 
TEme. 103) 
(Conary '°% {! /6000_] 
solh “a 
MOORE.) 15 to ea (hat 
ogy A Hid i osm me 
Hose. Days 5 





OPERATION it 








THORACENT , © T 
DICRYSTC(A SE 
TETRACYchy eam o UAYS" ei 
S 

SERUM 4 
BIAIRUBIN 2 eee 

—~ 

Fig. 1. Case 1: H.B., aged thirty-four. Acute severe laceration of hepatic 
substance. 


Note: Dicrysticin is a combination of penicillin and dihydrostreptomycin. 


daily or every other day until drainage ceases 
and the wound closes by growth of fibrous tissue. 
Irrigation of the drainage tract and wound edges 
with aqueous zephiran will aid in removing the 
thick mucoid drainage from the liver wound. Am- 
bulation may be instituted as soon as the patient’s 
condition will permit and a high calorie, high 
protein diet supplemented by the vitamins is given 
as soon as possible. The keystone of care in 
these cases is careful, continuous observation 
for evidences of inadequately drained pockets of 
necrotic tissue. Repeated, over-exposed roent- 
genographs of the subphrenic area may be of 
especial value in the patient whose course of fever 
and toxicity suggests an occult abscess. 


Case Reports 


Cas. 1.—(Fig. 1). Mrs. H.B., a white woman, aged 
thirty-four, was injured on February 27, 1956, while 
nding 1s a passenger in the right front seat of a car 
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blood; her blood pressure was then obtained at 90/60 
mm. Hg. In addition to multiple contusions and abra- 
sions there was an obvious closed fracture of the distal 
end of the right femur. With the return of blood 
pressure the patient regained consciousness and began 
to complain of pain in the substernal area and in the 
abdomen; the pain was aggravated by aspiration. Ex- 
amination by this author about six hours after injury 
revealed a pale, perspiring white women .who was in 
obvious distress. The abdomen was moderately dis- 
tonded but silent and there was tenderness over the 
entire abdomen more marked in the right upper 
quadrant. The blood pressure at this time was 90/50, 
the pulse 120. A peritoneal tap was done and blood 
was obtained. 


Eight hours after the injury the patient was taken 
to the operating room with pulse 120, blood pressure 
100/60. The abdomen was explored through a right 
upper paramedian incision and 1,500 ml. of old blood 
and clots were removed. A double laceration on the 
postero-lateral surface of. the right hepatic lobe was 
found; there was oozing from the exposed liver tissue 
but no active bleeding. Two small oxycel sponges were 
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placed in the laceration and five large penrose drains 
were brought out through the flank beneath the twelfth 
rib, The patient’s postoperative condition and course 
were somewhat stormy but urine output remained good 
and on the third postoperative day rectal gas was passed 
and the gastric tube was removed. The patient was 
given penicillin and streptomycin for the first five days 
and on the third day was started on tetracycline, 250 
mg., q.i.d., this medication being continued for the next 
thirty days. Postoperative chest x-rays revealed a frac- 
ture of the right seventh rib and on the tenth post- 
operative day a right thoracentesis was necessary, 250 
ce. of serosanguineous fluid being removed. The thora- 
centesis was repeated on the fourteenth and twenty-third 
hospital day to remove smaller amounts of slightly bloody 
pleural fluid. 


The patient continued to produce a large amount 
of purulent and necrotic material from the drain and 
on her sixty-second hospital day it was necessary’ to 
explore the drainage tract because the skin wound hal 
become very small in spite of daily digital probing with 
a sterile gloved finger. At this time the patient dc- 
veloped an abrupt fever and it became obvious that 
adequate drainage was obstructed. At operation a 
large subphrenic abscess containing a handful of necro- 
The patient’s subsequent 
course was one of progressive healing and no further 
complications were noted. The fracture in the right 
supracondylar area was treated with a cast and accounts 
in part for this patient’s long hospitalization. The pa- 
tient’s course subsequent to her hospital discharge has 
been entirely uneventful. 


tic liver tissue was found. 


Comment.—This case illustrates the acute se- 
vere laceration of hepatic substance with the typi- 
cal picture of shock and internal hemorrhage. It 
is noteworthy that at operation no active bleeding 
from the lacerated liver tissue was seen. This 
case also illustrates that delayed complication of 
inadequate drainage and the sequestration of ne- 
crotic liver tissue with the development of a sub- 
phrenic abscess. Although this patient’s drain- 
age wound was adequate during the initial weeks 
of her postoperative care, the skin wound rapidly 
became smaller and it was necessary to enlarge this 
wound beneath the twelfth rib and evacuate the 
collection of purulent and necrotic material. Be- 
cause of the continued drainage of necortic ma- 
terial it seemed wise to administer an antibiotic 
preparation (tetracycline) and, as has already 
been noted, this agent was given for thirty days 
without any sign of intolerance. The medication 
was again given for approximately ten days at the 
time the subphrenic abscess was opened. 


Case 2.—(Fig. 2). Miss J.A., an eleven-year-old white 
girl fell from her bicycle on September 13, 1955, strik- 
ing her epigastric area with the handle of the bicycle. 
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She experienced immediate severe upper abdomina. pain 
and shortly began to complain of pain in the right 
shoulder. She was transferred to St. Luke’s H. spital 
(Duluth) from a rural hospital about five hours after 
the injury at which time examination reveale:| the 
child to be rather pale and perspiring moderately. Blood 
pressure and pulse were normal. Hemoglobin w.s re. 
ported as 11.2 grams per cent. Examination revealed 
the abdomen to be flat but the liver was greaily en- 
larged and very tender. X-ray of the abdomen con. 
firmed liver enlargement. White blood count was 17,300. 
Although liver injury was suspected we elected to treat 
the child expectantly. The following day the white 
count fell to 12,000. The hemoglobin was 10.2 grams 
per cent and the temperature rose to 102°. On Sep- 
tember 15, the hemoglobin was reported as 8.2 grams 
and the white count rose to 15,000 with 94 per cent 
neutrophil forms. About noon of this second hospital 
day the child began to complain of rather severe right 
upper quadrant pain; temperature was 101. The ab- 
domen was slightly distended, bowel sounds were present, 
but the right uppér quadrant was very tender and 
rigid and the remainder of the abdomen revealed guard- 
ing and tenderness for the first time. Surgical explora- 
tion was decided upon, and, late that evening (fifty- 
four hours after injury) the abdomen was explored 
through a right upper paramedian incision. A _ sub- 
capsular hematoma of the right lobe of the liver con- 
taining 150 ml. of liquid blood and 150 ml. of clotted 
hlood was found. This was drained through two larg 
drain wounds in the right posterior and lateral flank 
areas. The postoperative course was one of high fever 
with temperature up to 104° rectally and white count 
as high as 23,000. A right pleural effusion developed 
and on the eighth hospital day a right thoracentesis 
removed 120 ml. of bloody fluid which was sterile when 
cultured. 


Following thoracentesis, x-rays of the right chest re- 
vealed a pneumonitis in the right lower lobe and the 
child began to cough up thick yellow sputum. The 
drains in the right flank appeared to be functioning well 
but the child remained toxic, spiking temperature to 
104° almost daily. Penicillin and dihydrostreptomycin 
were given intramuscularly during this period and on 
the seventh hospital day aureomycin was simultaneously 
administered. On the fourteenth hospital day x-ray and 
fluoroscopy of the right diaphragm area revealed definite 
evidence of right subphrenic abscess for the first time 
and the following day under general anesthesia the 
right twelfth rib was removed and a posterior approach 
to the dome of the liver wa. made. 


A large subphrenic and intrahepatic abscess was 
found; the hepatic portion of the abscess involved the 
dome of the liver and a large traumatic fissure which 
was filled with necrotic liver tissue and exudate. A 
large amount of necrotic liver was removed. Several 
soft rubber drains were placed in the area and brought 
through the incision which had been made in the 
bed of the twelfth rib. The child was started on 
chloromycetin after this second operation. The follow- 
ing day it was necessary to perform a second thoracen- 
tesis, removing both air and blood from the right 
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pleural space. Following this second operation her 
course was stormy with jaundice and fever up to 106°. 
At this same time the white blood count rose to 32,000, 
then gradually fell to normal level. Ten days after 
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Comment.—This case illustrates the innocence 
of trauma which may produce severe hepatic dam- 


age. Also this case graphically pointed out to 
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Fig. 2. Case 2: J.A., aged eleven. Severe hepatic damage. 
Note: Dicrysticin is a combination of penicillin and dihydro- 


streptomycin. 


drainage of the subphrenic abscess (twenty-fifth hos- 
pital day) temperature was normal and the child was 
taking a normal diet. 


It should be noted that at the time of admission 
the serum bilirubin was normal but during the period 
of the subphrenic abscess and its drainage serum bili- 
rubin rose to a total of 8 mg. per cent but had fallen 
to normal by the tenth day after this surgery. Chloro- 
mycetin was discontinued eight days after drainage of 
the subphrenic abscess and. the child was started on 
oral tetracycline which was continued during the pro- 
longed period of drainage through the right flank 
wound. 

After forty-two days of hospitalization this child was 
discharged. She was eating a normal diet and carried 
on normal activities. At the time of hospital discharge 
the sinus in the twelfth rib wound was still draining a 
moderate amount of necrotic material and she returned 
to the office twice a week for digital probing of this 
sinus tract. The sinus grew progressively smaller, heal- 
ing from its depth, and closed uneventfully three and 
one-half months after her discharge from the hospital. 
The child’s subsequent course was uneventful and a 
series ©f liver function tests taken nine months after 
injury .vere all normal. 
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us the difficulty of exploring the dome of the 
liver through the anterior approach. At the time 
of the original surgery the subcapsular hematoma 
which was drained was merely a sign of the 
extensive fragmentation of hepatic tissue which 
had occurred on the posterior and superior as- 
pects of the right lobe. Both surgeon and patient 
will pay the penalty for inadequate drainage of 
the damaged area of the liver. Although the 
original delay in exploration was probably justi- 
fied, more prompt secondary drainage might well 
have shortened this patient’s hospitalization. Fol- 
lowing the first operation this patient gave every 
indication of a septic process in the right upper 
quadrant, and confirming our clinical impression 
by x-ray evidence of subphrenic abscess probably 
represents an over-extension of the conservative 
surgical approach. The delay here, and inade- 
quate initial drainage of the necrotic liver tissue 
undoubtedly contributed to additional death of 
hepatic tissue and to the patient’s violently toxic 
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and jaundiced condition during her hospital 
course. Her rapid improvement after adequate 
drainage further emphasizes this point. Of the 
three cases presented here, this was the only one 
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; Fig. 3. Case 3: B.B., aged twenty. Hepatic lacera- 
tion in pregnant woman. 


with obvious clinical jaundice. The jaundice here 
was probably due to the extensive damage to the 
right lobe of the liver and to a toxic effect of 
delayed drainage of the subphrenic abscess. 


Case 3.—(Fig. 3). Mrs. B.B., a white woman, aged 
twenty, was injured on October 1, 1956. The right 
front seat passenger, she was thrown out of the door 
when the car was struck from the left side by an- 
other vehicle. The patient stated that, in falling out 
of the car, she felt that her lower chest was com- 
pressed when she struck the car door. The patient 
had reached the seventh month of her first pregnancy, 
aad although the pregnancy had been completely nor- 
mal up to this time, the patient stated that she felt no 
intrauterine movements following the accident. On ad- 
mission to the hospital her blood pressure was 70/50 
mm. Hg. No fetal heart tones were heard. There 
was no obvious external injury and no external bleed- 
ing. White count was reported at 32,400 per cu. mm. 
with 86 per cent neutrophil forms. Hemoglobin was 
10.7 gm. 

About twelve hours after the injury the patient 
delivered a stillborn baby. At this time, having re- 
ceived whole blood transfusions, her blood pressure was 
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stable at 110/70, pulse 80 to 100. Admission urin «lysis 
revealed 15 to 20 red cells per high power fielc but 
the urologic consultant did not feel that there was 
any evidence of primary renal injury. Abdominal 
paracentesis was carried out on the second hospita! day 
but no blood or abnormal fluid was obtained. At the 
end of the second hospital day temperature had risen 
to 103° and the abdomen was distended and silent. 
There was some tenderness in the lower abdomen with 
rebound tenderness. A chest film taken on October 3, 
revealed a right plueral effusion and thoracentesis pro- 
duced 500 ml. of sero-sanguineous fluid. 

After the thoracentesis the patient was prepared for 
surgery and operation was begun sixty hours after the 
initial injury. Preoperative diagnosis was ruptured 
liver. A right subcostal incision was made and 1,700 
ml. of dark fluid blood was found filling the peritoneal 
cavity. An extensive traumatic laceration of the lateral 
and superior surface of the right hepatic lobe was 
visible. There was no active bleeding from the wound 
but there was.a moderate amount of necrotic liver 
tissue in the depth of this fissure. After aspirating 
the blood and removing some necrotic liver tissue an 
additional drainage wound was made in the right 
posterior flank. Several drains were brought out through 
each of these incisions, closing the medial half of the 
subcostal wound in the usual manner. Her post- 
operative course was one of rapid improvement although 
fever and leukocytosis persisted for several days. It 
was necessary to tap the right pleural effusion on four 
additional occasions. The patient received penicillin, 
chloromycetin and tetracycline postoperatively. The 
tetracycline was continued until discharge from the hos- 
pital, thirty-three days after admission. She was sub- 
sequently followed in the office and continued to drain 
both purulent material and necrotic liver tissue for two 
weeks. The sinus healed without difficulty and closed 
two and one-half months after the original injury. The 
patient has subsequently enjoyed good health and one 
year after her hepatic injury returned to the hospital to 
deliver her first normal child after an uneventful preg- 
nancy. 

Comment.—Again the difficulty in diagnosis 
of this condition is well illustrated. It is of inter- 
est that the obstetrician suspected hepatic lacera- 
tion at the time the girl was first admitted to the 
hospital. The rapid recovery in this case, in com- 
parison to the two previously discussed cases, 
demonstrates the efficacy of early and adequate 
drainage of the damaged liver. The regenerative 
and restorative ability of the liver is exhibited in 
this case as in those previously discussed. 


Summary 
Experience with three cases of extensive trau- 
matic injury to the liver has been presented. The 
several lessons learned and therapeutic principles 
to be followed have been discussed and illustrated. 
(References are on Page 804) 
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Examination of the Common Bile Duct 








A Study of 528 Consecutive Cases 








N A PREVIOUS PAPER,} criteria for chole- 

dochostomy tube removal were discussed. A 
number of years have passed since this publica- 
tion, and it seems appropriate to examine our 
experience in this regard, in an effort to evaluate 
the program then advocated. 


Case Material 


Five hundred twenty-eight consecutive chole- 
cystectomies* performed for gall bladder disease 
at the Minneapolis Veterans Hospital during a 
five-year interval—from January 1, 1948 to De- 
cember 31, 1952—were reviewed for this pur- 
pose (Table I). This period was selected because 
each patient would have had at least five years 
elapse since his procedure. Operations done upon 


Presented before the Minneapolis Surgical Society, 
March 6, 1958. 

Published with permission of the Chief Medical Di- 
rector, Department of Medicine and Surgery, Veterans 
Administration, who assumes no responsibility for the 
Opinions expressed or conclusions drawn by the author. 

Dr. Utendorfer is Consultant in Surgery, Minneapolis 
Veterans Hospital. 

*This includes seven patients who had previous chole- 
cysteciomy elsewhere, and were explored for common 
duct sione. 
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patients with pancreatitis are not included in this 
study, since the latter disease presents unique 
problems. 


TABLE I. 
CHOLECYSTECTOMIES FOR GALL BLADDER DISEASE 

















Year Total | C.B.LD. Cystic Duct Total Duct 
Exploration Cholangiogram | Examinations 
1948 94 | 19(20%) | 6 25 (26%) 
1949 73 | 29 (39% | 21 50 (68%) 
1950 116 38 (33%) | 22 60 (51%) 
1951 122 33 (27%) 32 65 (53%) 
1952 123 38 (31%) 40 78 (63%) 
Total 528 | 157 (30%) 121 278 (51%) 
| 











In considering these cases, several facets of the 
problem were examined, namely: 


1. Indications for common bile duct explora- 
tion. 
2. Results of cholangiography via the cystic 
duct. , 
3. Morbidity of common duct manipulation 
and cholangiography. 
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4. Occurrence of residual common duct cal- 
culi after exploration. 

5. Optimum time for choledochostomy tube 
removal, and criteria for the same. 


Indications for Exploration of the Common 
Bile Duct.—In this series, the accepted indica- 
tions for exploration were followed. These are 
well documented and require no repetition. Ob- 
viously the most infallible indication for explora- 
tion of the duct is the presence of a palpable in- 
traluminal stone, and when this was recorded, 
calculi were found in 100 per cent of cases. Con- 
versely, stones were removed from ducts in thirty- 
one cases in which no mention was made of 
a palpable stone. This large number may be 
due to errors in recording, but even after a 
Kocher maneuver (which should be routine) a 
stone may not be recognized by palpation. Recent 
jaundice and a dilated common bile duct were 
the next most reliable indications. In fifty-four 
instances the duct was said to be “dilated,” yet 
no stones were found, and in three instances stones 
were removed from a duct reported to be “nor- 
mal.”, Accurate descriptions of pathology, and 
measured duct diameters, rather than vague state- 
ments such as “moderately dilated,” “somewhat 
dilated,” 
of such material. 


are necessary for proper interpretation 


Cholangiography via the Cystic Duct.—This 
was done only in patients in whom no standard 
indication for common duct exploration existed. 
In this series of 121 such cholangiograms, three 
showed presence of stones. These calculi would 
most certainly have been missed without the 
cholangiogram. However, four negative duct ex- 
plorations were carried out because of failure of, 
or misinterpretation of cholangiograms done 
through the cystic duct. 


Dangers in Common Duct Mantipulations.— 
The common bile duct has earned universal re- 
spect. Probably no portion of the gastrointestinal 
tract requires more delicate handling, and serious 
injuries to this vital structure have far-reaching 
consequences. In addition to the hazards of 
common bile duct exploration, as injury to the 
duct, false passage, et cetera, one should consider 
the less frequently recognized (yet very real) risks 
incident upon cholangiography. 

The pressures within the biliary tree are in a 
declining gradient. The secretory pressure of the 
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liver is approximately 30 cm. of water, the | on- 
tractile force of the gall bladder—20 cm. of w. ter, 
and the resistance at the choledocho-duoc nal 
junction, 9 to 18 cm. of water. Under no:mal 
conditions this does not allow pressures within 
the duct system in excess of the secretory pressure 
of the liver. In performing cholangiography, us- 
ing the usual syringe method, extremely high 
pressures may be employed, resulting in cholangi- 
tis, bacteremia, and possible liver abscess. Chol- 
angitis occurred in eight of this series, either fol- 
lowing the operative cholangiogram, or more 
frequently, in the postoperative study. Efforts at 
controlling the amount of pressure by gravity 
methods of cholangiography, and by using a tube 
with a 20 cm. overflow in the system are worth- 
while. 


Another untoward effect of cholangiography 
and exploration of the common bile duct is the 
production of acute edematous pancreatitis, an 
event which occurred four times in this group. 
This probably happens more often than is realized, 
for unless routine serum amylase examinations 
are done immediately postoperatively, the diag- 
nosis may be missed. It is likely that pancreatitis 
is more prone to occur in patients in whom a 
“common channel” exists. 

Amy] nitrate and nitroglycerine are the only 
compounds regularly causing relaxation of alka- 
loid-induced sphincter (of Oddi) spasm. It is 
well to remember that use of these agents, espe- 
cially amyl nitrate, may allow one to obtain a 
satisfactory cholangiogram when first attempts 
show failure of passage of contrast medium into 
the duodenum. 


Occurrence of Residual Stones. — Residual 
stones were encountered in ten patients in this 
series. In one case the presence of stones in the 
hepatic radicles were recognized at surgery, but 
these were not removed after repeated attempts. 
Other residual calculi were discovered during 
routine study prior to choledochostomy tube re- 
moval. Irrigation with various agents was used 
in an effort to dissolve these calculi, or flush them 
through. In the five-year period, only one of 
nine had successful removal of stones by these 
manueuvers. In one other case the patient was 
re-explored, and no stone found. This suggests 
the advisability of a cholangiogram on the day 
of proposed re-exploration, to determine whether 
the defect in the duct shadow is still present. The 
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remaining patients underwent re-exploration and 
removal of residual calculi. 


Choledochostomy Tube Removal.—The opti- 
mum time for removal of choledochostomy tubes 
is a subject of some difference of opinion. An 
early attempt at a scientific answer to this prob- 
lem was by Carter? who varied the position of 
the bile drainage bottle, removing the tube when 
bile failed to run into the drain with the bottle 
at the level of the common bile duct. Our method 
for determining the optimum time for removal 
of such tubes is based on the fulfillment of three 
criteria: (1) that the postoperative cholangiogram 
be normal, (2) that the patient is’ able to tolerate 
the tube clamped for a prolonged period of time 
and (3) that the resistance of the sphincter of 
Oddi be measured within normal range, without 
irritability or spasm. 


Considering these criteria individually: 


1. Normal cholangiogram.—It is our practice 
to perform cholangiograms routinely in the post- 
operative period. Residual stones may be exclud- 
ed only by a satisfactory cholangiogram. This 
must be done with the same precautions to avoid 
excessive pressure as in the operative study. 


2. Clamping the tube-—The patients’ ability 
to tolerate the tube clamped for periods in excess 
of twelve hours is a functional test of the extra- 
hepatic duct system, but gives no information 
corncerning structural abnormality or partial ob- 
struction. We prefer to clamp the tube during 
the waking hours (the degistive period) since 
it appears to be a more critical test, and has the 
advantage of furnishing the patient his own bile 
for digestion. 


3. Sphincter resistance——Sphincter resistance 
is measured, using a Kelly flask with a Murphy 
drip apparatus. The flow of normal saline through 
this system into the duodenum is measured in 
centimeters of water pressure. The normal range 
is 9 to 18 cm., measured from the estimated level 
of the common bile duct. Ideally, this pressure 
should be approximately 12 to 14 cm. of water, 
without evidence of irritability or spasm. 


When the postoperative cholangiogram is ‘nor- 
mal, the patient can tolerate the tube clamped, 
and «he resistance of the sphincter of Oddi is 
norm:!, the choledochostomy tube may be re- 


move'. Originally these studies were carried out 
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between the ninth and twelfth postoperative days 
and the choledochostomy tube removed upon 
fulfillment of these criteria. Removing the tube 
that early postoperatively led to fracture of the 
choledochostomy tube tract in four instances, with 
development of local bile collections requiring 
drainage. Short-limbed choledochostomy tubes 
tend to prevent this, but a delay until the tract 
is more firm will decrease the incidence of such 
accidents. With removal of the choledochostomy 
tube delayed fourteen to twenty-one days this 
event has been less frequent. 


Of 154 patients tested in the postoperative 
period, nine failed to meet the criteria because 
of calculi in the common bile duct. Five of these 
had elevation of sphincter resistance. Of six others 
who had persistent elevation of sphincter resist- 
ance, two were shown to have pancreatitis on 
follow-up examination, and four were unex- 
plained save for irritability of the sphincter. In 
these latter, pancreatitis was still a possibility and 
was not definitely excluded. Once the criteria for 
choledochostomy tube removal are met, and the 
tube removed, none of the patients ,available for 
follow-up had further trouble (64 per cent of the 
series ) . 

From experience with these cases, and with 
others in the period from 1952 to 1955 not cov- 
ered in this report, it would seem that most 
instances of the so-called “post cholecystectomy 
syndrome” have an anatomic or pathologic basis, 
rather than being due to sphincter spasm. Resi- 
dual common duct calculi, and pancreatitis prob- 
ably account for the majority. 


Summary 


1. A series of 528 consecutive cholecystec- 
tomies has been studied. 

2. Several features of common bile duct ex- 
amination are discussed. 

3. The optimum time for choledochostomy 
tube removal and the criteria for determining 
this, has been reviewed. 

4. “Post cholecystectomy colic” usually has a 
demonstrable anatomic or pathologic basis. 
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The Crying Baby 


 edaleees BACON wrote philosophically about 
the newborn baby’s cry: 


“What there remains but that we still should cry 
For being born, and, being born, to die?’ 


In his essay on Death, however, he goes on to 
say: 


“Tt is as natural to die as to be born and, to a little 
infant perhaps the one is as painful as the other.” 


Observations on the cause of the birth cry have 
had considerable interest to practicing physicians. 
The literature has become voluminous on the cry 
of the baby throughout infancy. Dr. Anderson 
Aldrich and his associates, however, have prob- 
ably written more of importance on this subject 
than anyone. The following statement of Dr. 
Aldrich’s portrays his attitude:? 


“It would not be surprising if physicians interested 
in such immediately serious matters as the diagnosis of 
malignant lesions, diabetes, hypertensive disease and low 
back pain should raise a questioning eyebrow at the 
idea of spending long hours in observing and investigat- 
ing an activity so apparently insignificant as infantile 
crying. (It might be remarked here that the insigni- 
ficance of infantile crying depends somewhat on whether 
one stands on the receiving line during the small hours 
of the night or merely listens in professionally to tele- 
phone complaints.) But to the student of human physi- 
ology, nothing can be insignificant. And, as a matter 
of fact, a study of the cry of the newborn infant shows 
it to be highly important for the safety of the baby and 
emphasizes that pediatricians need to understand more 
about it.” 


Clearly the baby’s cry is important. The fol- 
lowing discussion will cover: (1) the quality, (2) 
the quantity, (3) the cause and (4) the effect. 


The Quality of the Cry 


The sick baby often has a distinctive quality 
to his cry. This is readily recognized in a variety 
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of conditions. To illustrate a few: (1) the hoarse 
cry of the cretin, (2) the shrill cry of the hydro- 
cephalic or the baby with meningitis, (3) the 
hoarse cry of laryngitis, (4) the feeble cry of the 
debilitated child, (5) the whimper of the seriously 
ill child. 


The well baby, too, has qualities to its cry which 
may be informative to the astute clinician. In 
1927 Sherman® subjected babies to a number of 
stimuli to make them cry—hunger, sudden change 
of position, restraint of the head and needle 
pricks. Within hearing distance in an adjoining 
room a group of graduate and undergraduate 
nurses listened and wrote down what they thought 
was causing the crying in each instance. They 
all failed. These would be instances in which 
there was no demonstrable correlation between 
etiology and recognizable quality of the cry. 


We might say that the mothers of these babies 
would not have failed so completely. I believe 
most of us feel that the cry of pain, for instance, 
is different from that of boredom. However, 
when we begin to think of distinguishing the cry 
of hunger from that of pain or the so-called 
“colic,” we realize that the quality of the cry 
of a healthy baby may have little real clinical 
significance. I often ask the mother this question 
just the same: “Does he cry as if he is in pain 
or is he just fussy?” The mother always seems to 
know what I mean and will answer promptly. 
She seems to feel that she knows if the baby 
has an earache with his cold or if he is simply 
uncomfortable, aggravated, or miserable because 
of the stuffy nose. 

Only the human really weeps, although the 
deer is said to shed tears when he loses his 
antlers. At any rate, crying during the first few 
weeks of life has no association with emotion. 
Darwin‘ first noticed tears associated with the 
crying at sixty-seven days of age. However, it is 
usually expected to occur at about a month or 
six weeks of age in many instances.° It is not 
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likely that this has any emotional significance 
at this tender age. Even sobbing does not occur 
unassociated with crying until after the child is 
a year old. When the baby has matured enough 
so that he can sob without crying or have his 
eyes fill with tears without yowling he is able 
to be unhappy just like a grown-up. This is 
an accomplishment (if one may call it that) 
which is attained sometime during the second 
year. His psyche takes over and that which was 
formerly merely animal discomfort is now human 
misery. 

Dissociation of the psyche from the cry may 
occur in certain cases of abnormality. This al- 
fects the quality of the cry. For instance, Dar- 
win observed that “‘cretins never shed tears but 
merely howl and shriek on occasions which would 
naturally produce weeping.”® The mother of a 
mongoloid child almost always says that the child 
is a “good” baby, meaning that he seldoms cries. 
The autistic child is seldom moved to normal 
tears or to normal laughter. Sudden psychic 
shock, even though it might be expected to cause 
erief, may bring no tears—but now we are getting 
away from infancy. 

Sir G. Frederic Still in his little book on 
“Common Happenings of Childhood’? makes the 
interesting observation that seriously ill children 
with febrile illness seldom shed tears even though 
they may be very fretful, He goes on to note 
that in tuberculous meningitis, tears almost never 
occur. He considers it a point to be considered 
in diagnosis. 


The Quantity of the Crying 


The quantity of the infant’s crying has been 
scientifically investigated by Aldrich and his as- 
sociates,2"*-!* Stewart and associates,'! Wessel,!* 
Illingworth,!*!7 and many others.'* It is difficult 
to set a normal or average amount of crying. 
Wessel described “colic” as paroxysmal fussiness 
and studied the behavior of ninety-eight babies.'* 
Of these, there were fifty who were classified as 
“contented” and forty-eight were called “fussers.” 
Sixty-four of the ninety-eight had a regular diur- 
nal period of fussiness, usually in the late after- 
noon or evening . Twenty-one had a daily fussy 
period without regularity and thirteen did not 
fuss. He had very accurate records on twenty- 
nine babies. The duration of “fussiness” in these 
infants was charted. By the end of the second 
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month almost all of the babies had stopped their 
fussing. 

Wessel charted the hourly incidence of fussi- 
ness at the time of post-natal check-up. It could 
be seen that the babies were at their worst from 
7:00 P.M. to 8:00 P.M. when 42 per cent were 
noisy. Almost all of them were peaceful between 
3:00 A.M. and 4:00 A.M. and between 1:00 
P.M. and 2:00 P.M. The parents who habitually 
walk the floor in the wee hours have a bad baby, 
because most infants are quiet then. 


Aldrich studied babies in the hospital nursery 
in 1944.'? He sought to determine the causes of 
crying. Then, he sought to correct these causes 
and made another study in 1945. In 1944 each 
baby cried an average of 113.2 minutes daily. 
In 1945, the average was only fifty-five minutes 
per day, thanks only to more nursing care. 

Then he contrasted the number of crying spells 
of the newborn in the nursery and the number 
after the baby went home, but still under seven 
weeks of age. Those in the nursery had’ an 
average of 11.9 crying spells daily while those at 
home had an average of only four per day. 

He charted the average number of minutes of 
crying during each hour of the day, using the 
average of fifty babies. The one who cried least 
averaged only 48.2 minutes per day while the 
one who cried most reached 243 minutes daily. 


The Cause of the Cry 


At birth the cry is presumed to be nature’s way 
of expanding the lungs. This is perhaps true, 
but why the “cry’—why not a series of deep 
inhalations or sighs, or maybe a sneeze or a 
scream? Some have said it is an indication of 
How does 
anyone know that it is particularly pleasant inside 
the mother’s uterus? Besides, vagitus uterinus is 
a phenomenon which has been observed since 


displeasure. Displeasure at what? 


antiquity. 

Were Mahomet and St. Bartholomew unhappy 
in utero? They were said to have cried there. 
If pain has anything to do with the birth cry one 
might expect that the difficult, traumatic births 
would be more likely to elicit it. This is not 
the case. The quickly, easily born baby is the 
One who yowls the quickest and the loudest. One 
author writes that the birth cry is to be looked 
upon as a disappearing reflex like the startle 
reflex. 
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In the newborn period, the cry has been men- 
tioned as having no particular emotional signi- 
ficance. Aldrich has studied the causes of crying 
during this period very carefully.‘ His informa- 
tion has a practical significance in that he was 
able to cut down the amount of crying. 

He definitely demonstrated that group crying 
in the nursery is not of a contagious nature. The 
crying of one baby does not induce the others to 
cry also. As a matter of fact, relatively few of 
the babies in a nursery are usually crying at the 
same time. The cause of crying spells in most 
cases was not known. However, the most common 
known cause was hunger.’® 

Having studied the causes of the crying, Dr. 
Aldrich set out to stop some of it. The problem 
was almost entirely one of nursing care. The more 
care the less crying.? The results of his efforts 
were dramatically successful, 

Illingworth emphasizes boredom as a common 
cause of crying, especially in older babies.1* He 
emphasizes personality make-up as a factor even 
at an early age. Some babies are placid and 
difficult to provoke. Others are aggressive and 
difficult to satisfy or to placate. 

Stewart studied excessive crying associated with 
parental behavior.** There were eighteen infants 
(ten boys and eight girls) all children of students 
living in a housing project. Among the babies 
who cried excessively parents were found to be 
prone to respond inappropriately and inconsistent- 
ly to their babies’ needs. These babies not only 
cried more—there was more regurgitation, night 
walking, growth failure, nasal hyperfunction, in- 
creased muscle tension, variability in gastroin- 
testinal functions and absolute eosinophil counts. 
They also had frequent illnesses. 

The above observations would have been ex- 
pected by most practicing physicians. Probably 
most of us feel that we can predict feeding prob- 
lems while the little patient is still in utero. You 
might say that pediatric care should begin with 
the prenatal visits. I do some of this by trying 
to demagnify the problems which the expectant 
mother is already anticipating. This, plus reassur- 
ance and education, constitutes a sort of preven- 
tive pediatrics, 

Wessel ranks family tension high as a cause 
of paroxysmal fussing.*® Understand that these 
cases were only those of colic and did not include 
those in which nursing factors such as wet diapers, 
hunger, et cetera were involved. In short, he 
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reports that 46 per cent of cases could be traced 
to family tension alone. This may seem rather 
high at first glance, but as most of us think 
back over our own experiences it will probably 
come to appear quite reasonable. 


The Effect of Crying 


The effects of baby’s crying are varied and often 
unpredictable. At any rate, they are usually felt 
by the family, the neighbors, the baby himself, 
and, most likely, the physician. Persistent, in- 
satiable crying may actually produce serious ten- 
sion within the family. This is particularly true 
of the young mother, who, as often as not, already 
feels incompetent. Her young one’s incessant 
crying only adds to her frustration. This, in turn, 
may upset papa and junior may, in his noisy 
infant innocence, become the third angle in a 
triangle of trouble. 

Probably most of us have even known especially 
defiant babies to lead stouthearted physicians to 
frustration. Seriously, it is difficult to maintain 
common sense and remain calm week after week 
when baby continues to cry in spite of all of your 
efforts. It is obvious that the physician’s answer 
to therapy often lies in the intelligence and the 
understanding of the parents rather than in any- 
thing he might give or do to the baby. 

So far as the baby himself is concerned, his 
crying is often just an excess of a normal or a 
little more so and is not likely to effect him in 
any way. On the contrary, it may simply add to 
the assurance that a healthy future is in store for 
him. Naturally, it may influence people, as he 
perhaps intends it should, whether or not it makes 
him any friends. 

Seriously, however, I do not believe that any- 
one has made any long-term follow-up studies 
of the personalities of those well babies who cry 
to excess. Perhaps it would be worth while. 
However, I believe that most of us feel, simply 
from experience, that such a study would uncover 
nothing which would cause the mother of such 
a baby to fear for its future. 


Summary 


Babies will always cry. The significance ol 
infantile crying should not escape our professional 
attention, Much can be learned from evaluating 
its quality, its quantity, the possible causes and 
some of the effects. These aspects of the baby’s 
cry have been reviewed. 

(References are on Page 792) 
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The Minnesota Poison Information 


WARREN R. LAWSON, M.D. 
ROBERT D. SEMSCH, M.D. 


Minneapolis, Minnesota 


UBSTANTIAL NUMBERS of the physicians 

of Minnesota in recent months have been 
aware, in one way or another, of the fact that 
a Poison Information network was being organ- 
id in Minnesota. The matter has been the 
subject of discussion in several of the professional 
medical organizations of the state, and has been 
alluded to in publications (Minnesota’s Health, 
et al.) and in staff meetings of most of the hos- 
pitals in the Twin Cities as well as many of the 
larger hospitals in other communities. 


In addition, many physicians have come to 
know that the Poison Information network ac- 
tivities are centered in the Minnesota Department 
of Health, and that specific information of as- 
sistance in identifying the ingredients of com- 
mercial, agricultural, industrial, and household 
products and substances can be obtained by tele- 
Phone calls to the Minnesota Department of 
Health or through the Hennepin County medical 
switchboard. As a matter of fact, a group of 
local poison information centers has been un- 
officially functioning in the Twin Cities area for 
about four months on a “test” basis. It is now 
apparent that the original projected plan for the 
organization and operation of a Poison Informa- 
tion network for Minnesota is practical, and as a 
consequence, the network is being extended into 
the outstate areas. By early fall it is expected that 


—_ 


Dr. Lawson is Director of the Minnesota Poison In- 
formation Center of the Minnesota Department of 
Health, and Dr. Semsch is a Minneapolis pediatrician 
and member of the Advisory Committee to the Min- 
hesota Poison Information Center. 
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Center Network 


the organizational stage of this project will be 
completed for the entire state. 

The purpose of this discussion, then, is to gen- 
erally and officially acquaint all physicians in 
Minnesota with the organization and function of 
the Minnesota Poison Information Center pro- 
gram. , 

Background 

Beginning in 1953, with the study by Dr. Ed- 
ward Press of the incidence of accidental poison- 
ings in children in Chicago, Illinois, there has 
been a phenomenal growth of interest in this 
problem, only one facet of which is evident by 
the development of 126 so-called poison centers 
in forty states of this country. A review of these 
facilities by the Minnesota Department of Health 
during the summer of 1957 showed a wide’ range 
of function and effectiveness of the already-estab- 
lished centers. Some organizations were obviously 
only “paper” in nature; others involved elaborate 
and complicated organizations for actual treat- 
ment facilities, for research, and for epidemiolo- 
gical study of the problem of accidental poison- 
ings. It seemed apparent that the general wave 
of interest which accounted for the rapid growth 
in numbers of poison center programs also often 
accounted for some rather definitely illogical plans 
and organizations. Considering that the ultimate 
practical problem was one of assembling and dis- 
seminating (on a systematic and continuous basis, 
and as widely as possible) the best possible in- 
formation on the formulation of substances which 
children may accidentally ingest, and consider- 
ing the population distribution and the distribu- 
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tion and quality of medical care in Minnesota, a 
plan was developed for Minnesota which, it 
was believed, would be workable and_ practical 
even when the support lent by general enthusiasm 
in this area of interest waned. 

In consultation with a number of physicians, 
notably Dr. Robert Semsch; Dr. John Anderson, 
Professor and Head of the Department of Pedi- 
atrics of the University of Minnesota Medical 
School; Dr. Raymond Bieter, Professor and Head 
of the Department of Pharmacology at the Uni- 
versity of Minnesota School, Dr. Robert N. Barr, 
Secretary and Executive Officer of the Minne- 
sota State Board of Health, invited representa- 
tives of state and local medical and lay organ- 
izations to meet to discuss the projected Minne- 
sota plan of organization and operation. Mem- 
bers of this committee included Dr. Raymond 
Bieter, Dr. Harold N. Wright, Mr. Harold Brunn, 
Dr. Frank A. Ubel, Dr. Robert D. Semsch, Mr. 
Boris Levich, Dr. W. E. Park, Dr. Donald E. 
Roach, Mr. Glenn I. Prickett, Mr. Henry M. 
Moen, Dr. James R. Fox, Mr. George S. Michael- 
sen, Dr. Tague Chisholm and Mrs. Richard An- 
gevina. This advisory committee to the State 
Board of Health met in September of 1957 and 
gave its approval of the plan. 

Since that meeting several months have been 
required to develop the details of the organiza- 
tional plan and to institute the test operation in 
the Twin Cities area. 


Basic Problems 


The Minnesota plan develops logically from 
several basic premises as follows: 

1. The fundamental problem confronting phy- 
sicians in the majority of cases of ingestion of 
‘“non-edible” substances by children is the ac- 
curate identification of the ingredients of these 
substances. Today there are 250,000 trade-named 
items on market shelves in the United States, 
and these are almost universally lacking in this 
identification of their formulation. 

2. Once the ingredients are known, the next 
question of the perplexed physician is: Are these 
substances toxic and if so, how toxic, and what is 
their mode of action? The logical planning of 
specific first aid measures, therapy on the basis 
of developed symptoms, or prophylaxis, is com- 
pletely dependent upon accurate answers to these 
questions, 

3. Unfortunately, in the vast majority of in- 
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stances—indeed, except for a very few isoilated 
compounds—specific antidotes are not available. 

4. In general, treatment facilities in Minne- 
sota are quite adequate. The physician’s prob. 
lems are not those owing to lack of access to good 
treatment facilities, but to lack of accurate, com- 
prehensive, and detailed sources of specific in- 
formation. Undue emphasis on the development 
of treatment facilities or centers on an organized 
basis is probably not only unnecessary, but to a 
degree, could impede a thorough exploitation of 
the area of dissemination of reliable toxicity data. 

5. Emphasis must be placed on the develop- 
ment of a service which is fundamentally between 
physicians. The ingestion of “non-edible” sub- 
stances by children is a medical problem. A poi- 
son information network should, to the fullest 
possible extent, operate to assist the physician 
dealing with a specific problem. Calls from a 
parent should not be allowed to become a sub- 
stitute for a visit to the physician. Advice given 
to parents should be restricted to first aid only, 
with urgent suggestion that a physician be called. 

6. A poison information center is never in a 
position to give specific advice on the details of 
therapy. Its services in this area necessarily must 
be general, consultative, and advisory only. The 
final responsibility for accepting or rejecting the 
advice and information relayed to him by a Poison 
Information Center remains with the physician 
in charge of the patient. 


The Minnesota Plan 


In the framework of the foregoing principles, 
the Minnesota plan envisions the development 
of a substantial number of so-called regional poi- 
son information centers to serve physicians gen- 
erally within their own medical communities, co- 
ordinated with and assisted by a central Poison 
Information office in the Minnesota Department 


of Health. 


Specifically, at least three regional centers were 
planned for each of the Twin Cities, where ap- 
proximately one-third of the state’s entire popu- 
lation is located. In addition, a minimum of ten 
to twelve other centers were proposed at other 
strategic locations within the state. Insofar as 
possible, it was expected that regional centers 
would be established in larger community hos- 
pitals. Once completely organized, it is intended 
that every physician in Minnesota will have con- 
venient access to the resources and assistance of 
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POISON INFORMATION CENTER—LAWSON AND SEMSCH 


a regional poison information center on a reason- 
ably local basis, namely, by a telephone call to 
one of the larger hospital facilities in his general 
area. 

The relationships of functions between the re- 
gional centers and the central Poison Information 
Center in the Minnesota Department of Health 
are so intertwined that it is difficult to separate 
them for discussion purposes. Since it is proposed 
that a physician’s contact to the network will be 
primarily with the regional centers, a discussion 
of the organization and operation of this portion 
of the network seems desirable first. 

As previously stated, it is proposed that the 
centers will be located in hospitals. These hos- 
pitals, through the administrative and medical 
staffs, are requested to designate some responsi- 
ble medical or professionally allied staff member 
to serve as the “Poison Control Officer.” This of- 
ficer is responsible for supervising the Poison In- 
formation service. The suggested duties for this 
officer are as follows: 


1. To familiarize himself and those to whom 
he delegates the authority with the informational 
resources of the center. 


2. To arrange for making the resources of the 
regional center available on a twenty-four-hour 
basis. 

3. To be responsible for the maintenance of the 
informational resources. 


4. To the extent practical and consistent with 
the function and services of the hospital, to work 
toward: (a) improving the regular operating 
procedures in the hospital for twenty-four-hour-a- 
day treatment of poisonings and (b) enlisting the 
cooperation of the attending (and house) staff 
in treating and reporting cases of poisoning, in- 
cluding special orientation of emergency room 
personnel, as necessary. 

5. To serve as a liaison person between the 
participating hospital and the central center of 
the network, 

Its collection of information is the physical com- 
ponent of the Poison Information center. This 
collection is provided to each regional center by 
the central center of the network and is the best 
possible compilation of information that can be 
assembled aimed at: 


1. Identification of the potentially toxic con- 
stituients in the great host of household, commer- 
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cial, industrial, and agricultural products and sub- 
stances that could be and are occasionally acci- 
dentally ingested by children. 

2. Estimation of toxicity and modes of action 
of toxic substances in the wide variety of poten- 
tially dangerous materials which are commonly 
found in the home or which form the basis for 
trade-named and other products and formula- 
tions. 

3. Provision of current knowledge relating to 
first aid measures and treatment for ingestion of 
toxic materials. 


This collection, at present, is in the form of 
textbooks, handbooks, trade indexes, card files, 
et cetera. The information resources of regional 
centers will be expanded, and kept active and 
current on a regular basis from the central center. 

Functionally, it is proposed that a physician, 
when confronted with an accidental poisoning 
problem, will telephone his regional center, and 
there will be readily available to him accurate, 
reliable data on the type and effect of toxic sub- 
stances contained in the material swallowed, and 
general suggestions for therapeutic procedures. 
Actually, it seems likely that eventually, as the 
network is extended, a large proportion of physi- 
cians will have direct and personal access to the 
resources of the regional centers for detailed ref- 
erence in planning treatment and investigating 
toxicity effects and actions. Obviously, the final 
responsibility for accepting, modifying, or reject- 
ing the information remains with the physician 
treating the patient. 

It is expected that occasionally the formulation 
of a product and/or the estimation of toxicity of 
rare or very new compounds will not be available 
from the resources of the regional centers. Here, 
it is planned that a relayed telephone call to the 
central center of the network will, in most in- 
stances, probably provide a satisfactory answer to 
the questions, from the more extensive resources 
of information which will be maintained there. 

As previously noted, a separation of the func- 
tions of regional centers from those of the central 
center is not possible, since they are intended to 
coordinate and supplement one another. This 
has been evident in the preceding paragraphs de- 
scribing the activities of regional centers, where it 
has been necessary for purposes of clarity to make 
direct reference to several of the functions of the 
central center. Including those activities already 
referred to, the general functions of the central 
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center of the Poison Information network can 
be summarized as follows: 


1. It will act as a central reservoir of reference 
material on toxic substances, commercial formu- 
lations, toxicity data, treatment methods, et cetera, 
in more detail than possible in the regional cen- 
ters. Problems that cannot be answered satisfac- 
torily in the regional centers will be relayed by 
telephone to the central center. 

2. It will collect and disseminate information 
to the regional centers so that these centers may 
maintain an active, current, and expanding col- 
lection of information on identification, toxicity, 
and treatment. 

3. Through its own program and the coordin- 
ation of its activities with other organizations, it 
will aid in reducing the incidence of accidental 
poisonings by the preparation and dissemination 
of educational materials. 

4. It will provide reporting, tabulation, and 
statistical analysis of the incidence and conse- 
quences of accidental poisonings as a measure of 
the effectiveness of the program. 

5. It will provide laboratory facilities when 
needed for the identification of toxic materials. 

6. It will coordinate the interest and activities 
of state and local medical organizations, the Uni- 
versity of Minnesota Medical School, nursing, 
veterinarian, and pharmaceutical associations, 
local safety groups, parent-teachers’ organizations, 
service clubs, and welfare councils. 

7. It will encourage the development of ap- 
propriate legislation as necessary. 

As a general statement, therefore, the central 
center will be responsible for providing the physi- 
cal basis for the regional centers’ operations, and 
for assisting and aiding regional centers in every 
possible way in the performance of their func- 
tions. In addition, it will undertake special studies, 
investigations, and projects designed to “mini- 
mize the damage from potentially toxic sub- 
stances by improving efforts at prevention and 
treatment of poisonings.” 


Present Status of Organization 


As of August 1, 1958, several regional centers 
are in actual operation in hospitals in the Twin 
Cities area. Negotiations are in their final stages 
for the establishment of a number of additional 
centers out in the state, and these are expected 
to be in operation by early fall of this year. An- 
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nouncements of the locations of the Twin C ties 
centers will be made soon in the official pub'ica- 
tions of the Hennepin County Medical Society and 
the Ramsey County Medical Society. As cther 
centers are established, official notification to the 
medical profession will be made in MINNEsota 
MEDICINE, as will any changes or additions to the 
network on a periodic basis. 

There are three items of considerable impor- 
tance to the network’s plans and operations which 
should be noted in this discussion. 

The first of these is a reiteration of the fact 
that the network’s services must be restricted to 
the exchange of information between physicians. 
Parents will be urged by all centers to consult 
with their physician in every case of actual or 
probable ingestion of potentially toxic materials 
by children. The network’s services will not be 
publicized to the lay public in any way and all 
physicians are urged to help guard in this matter. 

The second is an acknowledgment of sincere 
gratitude for the assistance given the central cen- 
ter by Dr. Raymond Bieter and Dr. Harold Wright 
of the Department of Pharmacology of the Uni- 
versity of Minnesota Medical School. Their ex- 
tremely valuable experience and record of as- 
sisting physicians with accidental poisoning prob- 
lems for many years was volunteered to the Poi- 
son Information network on a consultant basis 
in spite of the added burden that this imposed 
upon them. 

The last is also an acknowledgment of grati- 
tude to the Minnesota State Pharmaceutical As- 
sociation for its gift of $1,000 with which it has 
been possible to purchase resource materials of 
information for distribution to the regional cen- 
ters. Without this gift, the network’s organiza- 
tion would have been much more difficult. 


Conclusion 


The development of a coordinated and _ in- 
tegrated Poison Information center network is 
not a simple matter. If such a program is worth- 
while, it is so to the extent that it provides a 
direct, useful, and effective service to the prac- 
ticing physician who is confronted with a specific 
problem. The Minnesota plan assumes that this 
can be effected most logically within a physician's 
own medical community. As a corollary, it is 
implied that the success of the plan is dependent 
entirely upon local interest and support for the 
activity by practicing physicians. 
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Subdiaphragmatic Abscess 


A Survey in Duluth 


@ Subdiaphragmatic abscess, a very serious and often fatal 
disease, appears to be more frequent. It is commonly a complica- 
tion of gastric or biliary surgery, especially in the aged. Con- 
stantly keeping this catastrophic complication in mind and correct 
early diagnosis coupled with adequate extraperitoneal drainage, 
offers the patient the best hope for recovery. 


JOSIAH FULLER, M.D. 


Duluth, Minnesota 


LTHOUGH there are extensive reviews of 

large series of cases of subphrenic abscess in 
the literature,':?? it was the author’s impression 
that locally the condition was of sufficient im- 
portance to warrant a study of our own experi- 
ence. The records from 1937 to 1956 in St. 
Mary’s Hospital and St. Luke’s Hospital in Du- 
luth were reviewed. During this period there 
were forty-five cases of subphrenic abscess treated 
in these hospitals. Only cases which had an 
abscess subadjacent to the diaphragm anatomi- 


Pres ited at the meeting of the Minnesota Surgical 
Society, Duluth, Minnesota, July 19, 1957. 


From the Department of Thoracic Surgery, The Du- 
luth C'inic, 


Nove’ ser, 1958 


cally demonstrated by surgery or at autopsy were 
included. Undoubtedly, there are some cases 
of subphrenic inflammation which subsided with- 
out drainage which were omitted. However, 
from the records, it was not possible to be certain 
of the diagnosis in these cases. Subhepatic ab- 
scesses were not included because they present 
more the problem of any intraperitoneal collection 
of pus rather than that related to inflammation 


immediately under the diaphragm. 

Subphrenic abscess is a catastrophic illness. 
Twenty of these patients died, a mortality rate 
of 44 per cent. Ochsner and Debakey’ reported 
at 50 per cent mortality. For the twenty-five sur- 
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TABLE I. SUBPHRENIC ABSCESS 


Wrong Diagnoses Considered 
(45 Patients) 








No. patients 
Atelectasis ...rs.cssscssssressonssossecssssesesensepsescevsconees 
Peritonitis only 
Pleurisy 











P ia 
Cholangitis 
Cholecystitis 
Pulmonary infarct ...... 
Inanition 
elitis 
Fungous infection 
Liver abscess 
EOUMIRNS AUIBEINE os cscscasos0sssrsissssscssncesvdeecsevacss 
Pancreatitis 
Gastric fistula 
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viving patients in the local group, subphrenic ab- 
scess was a serious and expensive complication of 
their illness. The average hospital stay for these 
patients was thirty-eight days. The shortest hos- 
pital residence was thirteen days and the longest, 
131 days. Sixteen patients were in the hospital 
for over a month. 

It is generally considered that subdiaphragmatic 
abscess is a disease primarily of the pre-anti- 
biotic era. In 1953, Zaslaw and Sachs‘ said that 
the prophylactic use of chemotherapeutic agents 
has reduced the incidence of subphrenic infections. 
However, in the two Duluth hospitals there were 
only twenty-one cases of subphrenic abscess in the 
sixteen-year period from 1937 to 1952, while in 
the four-year period from 1953 to 1956, there were 
nineteen cases. Perhaps this is an indication of 
bacterial resistance to some of the drugs used 
prophylactically. There was also a significant in- 
crease in the amount of gastric and biliary tract 
surgery done in the two hospitals in the later 
period, 

The average age of these patients was fifty-one 
years. The youngest patient was twelve years old 
and the oldest, seventy-eight years old. Sixty per 
cent of the patients were in the sixth, seventh and 
eighth decade. It is in this age group that pa- 
tients are most likely to be subjected to gastric 
or biliary tract surgery. 

The major factors responsible for the subdia- 
phragmatic abscesses in this group of patients are 
as follows: gastric resection twelve cases; biliary 
tract surgery ten cases; biliary tract disease eight 
cases; ruptured appendix eight cases; perforated 
peptic ulcer three cases; pelvic cellulitis, hepatic 
abscess, appendectomy, and lung disease 1 case 
each. As in other series, lung disease is a rare 
cause of subphrenic abscess. The one patient in 
this series had chronic bronchiectasis for years 
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with a basilar lung abscess which ruptured through 
the diaphragm. 

It was not possible from a study of the records 
to define accurately the anatomic spaces as Ochs- 
ner and Debakey! did. In thirty-five patients the 
abscess was on the right side between the come 
of the liver and the diaphragm. In nine patients, 
it was under the left leaf of the diaphragm, and 
in one patient there was a bilateral subphrenic 
collection of pus. 

In eleven patients (24 per cent) of this scries, 
the subphernic abscess was first diagnosed at 
necropsy. Some of the incorrect diagnoses con- 
sidered during the diagnostic investigations of 
these forty-five patients are listed in Table I. In 
almost 50 per cent of the cases, the cause of the 
patient's illness was considered to be located with- 
in the thorax. 

It is worthwhile to examine some of the symp- 
toms and signs in the patients to see if we may 
learn how to make the correct diagnosis earlier. 
Nine of the patients described shoulder-cap pain. 
Twenty-four of them had local tenderness over 
the costal margin, either anteriorly or posteriorly, 
and twenty-three of them had some dyspnea. All 
of the patients had some temperature elevation. 
The highest temperature recorded was 106.8° F,, 
and the average maximum temperature elevation 
for each case was 103.3° F. Leukocytosis was also 
a common finding. The highest leukocyte count 
was 39,400, and the average white blood cell 
count was 21,200. 


The x-ray examination is an important means 
of evaluating a patient suspected of having a 
subphrenic abscess. In order to obtain the max- 
imum information, posterior, anterior, and lateral 
over-penetrated films should be taken. A lateral 
decubitus film will help to determine the amount 
of fluid above and below the diaphragm, and 
fluoroscopy should be done to check the motion 
of the diaphragm. Only a few of the patients in 
this series had all of these studies done. The 
results of the x-ray studies are shown in Table 
II. When present, the findings of a gas bubble 
with a fluid level under the diaphragm can al- 
most be considered diagnostic. Thirteen of the 
nineteen patients with pleural fluid had a thora- 
centesis performed, and in only one patient was 
an empyema present. The pulmonary shadow 
present in twenty-four patients is probably large- 
ly compression atelectasis. Nevertheless, _ this 
shadow was often responsible for directing the 
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SUBDIAPHRAGMATIC ABSCESS—FULLER 


physician’s attention away from the correct diag- 
nosis. 

Since subphrenic abscess is an infection, it is 
to be expected that antibacterial drugs would be 
used liberally in the later patients in this series. 
Twelve of the patients received no antibacterial 
drug, while the rest received one or more. Two 
of the patients received as many as five different 


TABLE II. SUBPHRENIC ABSCESS 


Results of X-ray Examinations 
(45 Patients) 








No. patients 























se sag elevated See ere 25 

y shadow 24 
Pleural MN soca seca scduseteausdvasisedscs 19 
Gas bubble—fluid level 11 
Motion of diaphragm impaired...............:.c0:se000+ 7 
Diaphragm thickened 5 
NORRIE, eos cscccccsscsenecce 7 
No x-ray 5 








types of antibacterial drugs. The drugs used in- 
clude the sulfonamides, penicillin, streptomycin, 
tetracyclines, chloromycetin, erythromycin, baci- 
tracin, aerosporin, and neomycin. In this small 
series no conclusions can be drawn concerning 
the effectiveness of these drugs. Five of the twelve 
patients who received no antibacterial drugs died, 
and fifteen of the thirty-three patients who re- 
ceived the drugs died. 

It is a well-recognized surgical principle that 
an abscess should be drained, and a subphrenic 
abscess is no exception. However, in previously 
reported series, the mortality has varied consid- 
erably with the type of drainage used. For ex- 
ample, Ochsner and Debakey found a 50 per cent 
mortality for a transpleural drainage, 43 per cent 
for transperitoneal, and 11 per cent for an extra- 
serous approach. Berens, Gray, and Dockerty? 
noted a 43 per cent mortality for transpleural 
drainage, 22 per cent for transperitoneal, and 13 
per cent for an extraserous approach. 

The type of drainage used in these patients is 
noted in Table III. The high mortality associated 
with no drainage is apparent, as is the success of 
the anterior extraperitoneal route. The five cases 
which were listed as being drained by a trans- 
Peritoneal route did not expose the free peri- 
toneal cavity to bacterial soiling because there 
were extensive adhesions obliterating the ° peri- 
toneal cavity in each case. The author prefers the 
anterior extraperitoneal approach for most cases 
because of its relative simplicity. A generous 
oblique subcostal incision is made down to the 
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TABLE III. SUBPHRENIC ABSCESS 


Type of Drainage and Mortality 
(45 Patients) 








No. patients No. dead 


Not drained ....... eipertereceneipieeteaceersd 17 15 
Anterior extraperitoneal . wa 





Transperitoneal .............:.:0000+ 0 
Posterior extraperitoneal 4 2 
Lateral intercostal space un a 1 
Posterior transpleural ....... ae Se 1 
Tee Fete BU see cds ccscartcaccaserntececs cscs 1 1 





peritoneum. The dissection is then carried blunt- 
ly in the extraperitoneal plane up under the dia- 
phragm until the abscess is encountered. There 
are patients, however, in whom local tenderness or 
x-ray studies indicate the abscess is located pos- 
teriorly. In these cases, the posterior extraperi- 
toneal approach through the bed of the resected 
12th rib, as described by Ochsner and Debakey, 
is to be preferred. The danger of contaminating 
the pleural space is greater when this method is 
used, however, and one patient who was being 
subjected to this approach in the lateral decu- 
bitus position nearly asphyxiated when the abscess 
suddenly ruptured into a lower lobe bronchus. 


Conclusion 


If a patient after an abdominal operation or 
associated with abdominal disease develops unex- 
plained fever, leukocytosis, dyspnea, shoulder-cap 
pain, and tenderness over the lower chest an- 
teriorly or over the twelfth rib, a subdiaphrag- 
matic abscess should be suspected. A posterior- 
anterior, a bucky, a lateral and lateral decubitus 
x-ray of the chest should be taken, and a fluoro- 
scopy of the chest should be done. If these show 
an elevated fixed diaphragm with perhaps some 
fluid and usually a pulmonary infiltrate above the 
fluid and especially if a gas bubble and a fluid 
level are found, a diagnosis of subdiaphragmatic 
abscess should be made, and the patient should 
have the abscess drained by the nearest extraserous 
route. 
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Is Extremely Radical Cancer 


Surgery Justifiable? 


‘Picea SURGERY has been extended by 

many surgeons in recent years well beyond 
the limits formerly considered radical. The ad- 
vocates of extremely radical cancer surgery have 
been challenged by other competent surgeons who 
question whether the end-results justify the means. 
The average general surgeon, outside of academic 
circles, has had to define his own position in this 
controversy by “making the best guess in the light 
of insufficient evidence,” as Justice Holmes once 
described the art of living. Should he extend the 
scope of his cancer surgery; continue the use of 
conventional operations; or, perhaps, regress and 
join forces with those who contend that the 
ultimate fate of the cancer patient is largely 
pre-determined by his biological make-up and 
cannot be appreciably influenced by radical treat- 
ment? 

We have been persuaded that extremely radical 
cancer surgery is justifiable, within certain limi- 
tations dictated by common sense and sound judg- 
ment. We also believe that adequate cancer sur- 
gery can be performed in a well-equipped, small 





From the Austin Clinic, Austin, Minnesota. 
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DAVID P. ANDERSON, M.D., F.A.CS. 
Austin, Minnesota 


community hospital. Accordingly, we have ex- 
tended the scope of our cancer surgery during the 
past twelve years well beyond the limits formerly 
considered radical, except in cancer of the breast 
and cancer of the cervix uteri. We have not yet 
felt justified in deviating from the conventional 
methods of treatment of these two types of cancer. 

Our approach to the problem of extremely 
radical cancer surgery has been cautious. One 
cannot “experiment” or “exhibit the patient 
maimed” in a community of 25,000 population, 
where the surgeon must live close to his patients. 
The mere technical accomplishment of a success- 
full operation, however challenging it may be, is 
no satisfaction for the surgeon who must care 
for his patient personally ad finitum, unless that 
operation offers the patient a reasonable hope 
of cure, relief of pain, or palliative extension of 
useful life. On the other hand, the surgeon in a 
small community is strongly challenged to do 
everything reasonable to offer his patient a hope 
of cure or useful extension of life. These 
thoughts have governed our approach to the 
entire problem of cancer surgery. 

We have reviewed our surgery of cancer of 
the stomach and colon as it is illustrative of the 
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IS EXTREMELY RADICAL CANCER SURGERY JUSTIFIABLE?—ANDERSON 


increasingly radical approach to cancer surgery 
in general that has been the policy of the Austin 
Clinic during the past twelve years (1946-1957). 
The relatively small number of operations per- 
formed for these two common cancers will be 
surprising to those accustomed to academic and 
urban clinic surgical practice,” where referred 
cancer surgery makes up a large percentage of 
the surgical patient census. Actually, in our gen- 
eral surgical practice, major cancer surgery ac- 
counts for only a small percentage of the 500 
to 600 major operations performed each year. 
It is only when one contemplates the fact that 
a large number of cancer patients necessarily must 
be treated under similar circumstances that our 
meager experiences become at all significant. 


Cancer of the Stomach 


Our results in the treatment of gastric carcinoma 
have been very disappointing. When we were 
using the conventional subtotal gastric resection 
for carcinoma of the stomach our operative mor- 
tality was quite low, but practically all of the 
patients died of recurrent cancer within six months 
to a year and a half. It soon became obvious 
to us that only the fortunate few with small, 
lymph-node negative infiltrative carcinomas or 
those with smal carcinomatous ulcers could actual- 
ly be cured by this type of treatment. For some 
reason or other, we do not see this favorable 
type of gastric cancer in our practice: only one 
patient of the fifty-three with gastric cancer treat- 
ed by us from 1946 through 1957 had a small 
carcinomatous ulcer; all of the others had in- 
filtrative and usually massive lesions. 

An all-out, ultra-radical approach to the sur- 
gical treatment of gastric cancer seemed to be 
our only alternative to a frank admission of de- 
feat. Beginning rather cautiously in 1946, and 
then rapidly thereafter, we extended the scope 
of our operation for cancer of the stomach. Mas- 
sive, fixed local lesions were no longer considered 
inoperable; all except the obviously hopeless pa- 
tients were explored, and only those with distant 
metastasis, diffuse peritoneal carcinomatous im- 
plants and multiple metastasis to the liver were 
rejected for radical surgery. Emphasis was placed 
on extensive and careful lymph-node dissection; 
the routine removal of the greater omentum and 
spleen. and the removal of adjacent organs, such 
as the distal pancreas and the transverse colon, 
when: ver necessary. Left hepatic lobectomy has 
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been done on two patients, successfully, along 
with a radical total gastrectomy. 


We believe that this ultra-radical approach to 
the problem of cancer of the stomach has salvaged 
a few otherwise incurable patients. It has also 
afforded much longer periods of symptom-free, 
useful life for the patients who died later of 
their cancer or of unrelated diseases. However, 
our results with the treatment of cancer of the 
stomach are still very disappointing, as shown by 
the follow-up studies of those patients operated 
upon five or more years ago (Table I). 


TABLE I. RESULTS IN THE TREATMENT OF 
GASTRIC CANCER BY RADICAL SURGERY 








Total Number of Patients Treated 5 or More Years Ago.......... 26 
Palliative resection, gastroenterostomy or exploration only...... 3 
Teceiical cuasitae  Wereei en es once orescence 23 

Results in 23 Radical Resections After 5 or More Years 
Postoperative. (Hoapital)  Dveat lacs. .csccicccccscaccosadsssccscracensacasaccseceasss 5 


Survived operation but died in less than 5 years... 
Living and well 5 or more yealS..............0:csceeeeeees 





The only patient in our entire series with a 
small (3 cm.) ulcerated adenocarcinoma is among 
the five-year survivors. The other survivors all had 
large infiltrative tumors. One of the five survivors 
had metastasis to the left lobe of the liver. We 
believe that this patient deserves special mention. 
We have not reviewed the medical literature, on 
the subject, but it is our impression that a five-year 
survival without evidence of the disease is rare in 
carcinoma of the stomach with liver metastasis. 


Report of Case 


Case 1—E. S., man, aged sixty-four, was operated in 
November, 1952, for an adenocarcinoma of the fundus 
of the stomach with a central area of ulceration 8 cm. 
in diameter. There was diffuse infiltration of the tumor 
throughout the entire wall of the stomach. The tumor 
was adherent to the distal pancreas, but there was no 
microscopic evidence of actual invasion of the pancreas. 
There was an 8 x 5 x 3.5 cm. tumor in the left lobe of 
the liver which represented metastasis by continguity. 
No tumor was demonstrated microscopically in the 
“several” lymph-nodes which were examined. 

The operation consisted of a total gastrectomy; 
splenectomy; distal pancreatectomy and left hepatic 
lobectomy. An extensive and thorough lymph-node dis- 
section was done. 

The immediate postoperative course was uneventful 
and the patient was discharged on the twelfth postopera- 
tive day. A draining sinus developed in the thoracic 
portion of the incision about three weeks after discharge 
from the hospital. This- persisted until an extensive 
sequestrectomy of necrotic costal cartilages was per- 
formed. 
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The patient was operated again in January, 1956, four 
years after the radical total gastrectomy, because of 
acute calculus cholecystitis and simple obstruction of the 
small intestine due to volvulus about old adhesions. 
Careful exploration of the abdomen revealed no evi- 
dence of recurrent carcinoma. 

An examination in April, 1958, five-and-a-half years 
after the original operation, revealed no evidence of 
recurrence of the gastric cancer. The patient’s weight 
was 40 pounds above his immediate preoperative weight. 
He was working regularly as a skilled laborer. He was 
eating an unrestricted diet, taking three good-sized meals 
a day with two to four small supplemental feedings. He 
required the regular use of liver extract to prevent 
anemia and oral vitamin K-1 to maintain a normal 
prothrombin time. Aside from arteriosclerotic heart dis- 
ease, which required the use of digitalis, his only medical 
problem was occasional severe nosebleeds which occurred 
when he discontinued the use of vitamin K-1. 


TABLE II. POSTOPERATIVE HOSPITAL MORTALITY 
RATES, AUSTIN CLINIC 








Number of Mortality 














Operation Operations Rate 
*Elective Gastric Resection, benign disease 24 
Benign gallbladder disease, all operations...... Me 1 Gop, 
tHysterectomy for all causes 456 0.2% 
Herniorrhaphy (all types, including strangulated 

hernias ) 0.2% 
Appendectomy (including perforative appendicitis 990 004 





*4 radical subtotal gastrectomies; 2 radical total gastric resections. 
71 death, complete pelvic exenteration, recurrent Ca cervix. 
32 days postoperative. 


The initial hospital mortality rate of 22 per 
cent in this small series is, of course, prohibitive 
even for this type of extremely radical surgery. 
It is far above the operative mortality for the 
common types of major surgery in our Clinic, as 
one might expect (Table II). A resectability rate 
of almost 90 per cent; the fact that more than 
half of the patients were over seventy years of 
age, and that all of the patients, except one, had 
infiltrative carcinomas helps to explain, but does 
not justify, this high operative mortality. For- 
tunately, the trend during the past two to three 
years has been decidedly more favorable insofar 
as the immediate operative mortality is concerned, 
although we cannot project any hope of an in- 
creased cure rate. 


Cancer of the Colon, Rectum and Anus 


Our surgical management of carcinoma of the 
colon, rectum and anus has also been extended 
well beyond limits formerly considered radical. 
Large, fixed tumors with extension to adjacent 
organs are no longer considered inoperable per se. 
The uterus and its adnexae, portions of the blad- 
der, the prostate, the seminal vesicles, the left 
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ureter and kidney, the spleen, portions of the 
stomach, a part of the diaphragm, and segn:ents 
of small intestine—have all been removec: en 
bloc with the primary tumor at various times. 
Left hemicolectomy is used for all excepi the 
very early carcinomas of the left colon. A care. 
ful lymph-node dissection is done and this is 
usually extended upward along the aortic chain 
to the lower border of the pancreas. 


TABLE III, RESULTS IN THE TREATMENT OF 
CARCINOMA OF THE COLON BY RADICAL SURGERY 











Total Number of Patients Treated 5 or More Years Ago.......... 45 
Palliative resections (4); colostomy (2 
Radical resections 39 





Results in the 39 Radical Resections Followed 5 or More Years 
OMPMNN INN UIRENEB ce cues cairn sa sp conoshckd suc essase opeasdnavgnacasaacoucavesasaessrsescsoayosecsoetes 
Survived Operation but Died in Less than 5 years................ 2 
URUUAELS 15) Ge MMSEEID SOCAN 5 cous ids ccnccvsduastvessesiscusestisssiassnsbesosucda ee 
Untraced 














Thirty-nine of the forty-five patients with car- 
cinoma of the colon, rectum and anus treated 
five or more years ago had radical resections, 
a resectability rate of 86 per cent (Table III). 
Seventeen of these thirty-nine, or 44 per cent, 
survived five years. It is interesting to note that 
six of these seventeen survivors had large, fixed 
tumors which required the removal of adjacent 
organs, 

There were no postoperative hospital deaths 
among the 39 patients who had radical resections 
performed five or more years ago. The law of 
averages, in the guise of cardiovascular compli- 
cations, has since upset this favorable record, 
although the mortality for this type of surgery 
in the Austin Clinic has remained below five per 
cent. All operative deaths have occurred in the 
older age group of patients—seventy years of age 
and up—who comprise one-third of the total 
number of patients operated for colon cancer. The 
deaths have all been due to cardiovascular com- 
plications. : 


Summary 


We have presented our experiences with cancer 
of the stomach and colon as illustrative of an 
increasingly radical approach to the treatment of 
those forms of cancer amenable to surgery. Our 
meager experiences are not statistically informa- 
tive nor are they significant except insofar as they 
portray the surgical trend in one of many small 
communities where, of necessity, an untold num- 
ber of patients with cancer must receive definitive 
treatment. 


MINNESOTA MEDICINE 





Sc 


clas 
tion 
rout 
Sort 
t0-Si 
defi 
nate 
Care 
torn, 
may 
med 
hanc 
Unit 
sorti 
Trez 
may 
cian: 
Resc 
It 
done 
tition 
to ¢ 
inclu 
reco\ 
quat 
Cont 
and 
peate 
the c 
Supp 
iness 
and 
sifica 
requi 
this | 
and 
Lack 


a F el 
serves 
ment 


Nove: 


| the 
ents 
Gen 
“umes. 
the 
care- 
1s is 
chain 





1 Car- 
reated 
tions, 
III). 
cent, 
> that 
fixed 
jacent 


deaths 
ctions 
aw of 
ompli- 
ecord, 
urgery 
ve per 
in the 
of age 

total 
r. The 


* com- 


cancer 
of an 
ent of 

Our 
forma- 
is they 
- small 
num- 
nitive 


‘FE DICINE 








Sorting in the Management of 


Mass Casualties 


— or triage is the procedure by means 
of which large numbers of sick and injured are 
classified by type and the urgency of their condi- 
tion evaluated in order that they may be properly 
routed to medical ‘installations for optimum care. 
Sorting must be repeated at each facility; the site- 
to-site relocations of target city hospitals and other 
definitive hospitals throughout the state desig- 
nated in the Minnesota Civil Defense Medical 
Care plans. In extensive civilian disasters such as 
tornadoes, fires, and explosions in industry, sorting 
may begin close to the site of the disaster, as 
medical and paramedical personnel should be at 
hand and available. In thermonuclear attacks on 
United States targets, the closest-in facility where 
sorting may be undertaken is the Emergency 
Treatment Station (ETS), for but little sorting 
may be accomplished by the First Aid Techni- 
cians of the Forward Aid Area Litter Bearer and 
Rescue Groups. 


It is generally accepted that sorting should be 
done by the most mature surgeon or general prac- 
titioner with surgical experience available, in order 
to conserve professional personnel and supplies 
including blood for the care of casualties whose 
recovery may be anticipated. This necessitates ade- 
quate intelligence communications to and from 
Control Centers to Emergency Treatment Stations 
and definitive hospitals. Information must be re- 
peatedly available regarding the tactical situation, 
the chain of casualty evacuation, and the status of 
supporting definitive hospitals with regard to read- 
iness to receive and care for the sick and injured 
and the hazard. of fallout, et cetera. “Early clas- 
sification permits visualization of over-all medical 
requirements for large groups of casualties and, on 
this basis, aids in the decision as to when, where, 
and what type of therapy should be instituted. 
Lack of early classification of the sick and wound- 


— 


Dr. Waldron is also a Doctor of Dental Surgery and 
a Fellow of the American College of Surgeons. He 
serves as Deputy Director for Medical Services, Depart- 
ment of Civil Defense, State of Minnesota. 
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ed en masse leads to confusion, chaos, and in- 
creased mortality, for then each patient is individ- 
ually treated without regard for the more urgent 
needs of others in the group or for the medical 
capabilities of the organization.”! The lives of the 
many must not be jeopardized by the medical 
care needs of the few. Effective sorting reduces the 
time lag between injury and therapy. 

The documentation of many extensive civilian 
disasters is most revealing and informative. Where 
Civil Defense was well organized and had accepted 
its full command responsibility in disasters, ade- 
quate communications and police traffic control 
and other Civil Defense activities were in evidence. 
Unfortunately, sorting at the receiving hospitals 
was often not too effective, and many wounds in 
explosions and tornado disasters were closed pri- 
marily under unfavorable conditions without ade- 
quate debridement and with resulting infections 
and breakdown. Priorities of treatment, though 
somewhat less exacting than in the case of thermo- 
nuclear bombing, are necessary in the sorting of 
injuries due to civilian disasters. 

The priority system of planning for medical and 
surgical care has been developed from an inten- 
sive evaluation of the experiences of recent con- 
ventional type wars modified by the assumed con- 
ditions of nuclear warfare. The Department of the 
Army Technical Bulletin? provides that all injured 
be divided into four groups: 

1. Casualties requiring minimal treatment 

(a) Those who may return to duty after minimal 


treatment is given 

(1) Those with small lacerations or contu- 
sions 

(2) Those with simple fractures of small 
bones 

(3) Those with second degree burns of less 
than 10% of body surface and not in- 
volving incapacitating burns of face or 
hands 

(b) Noneffectives who require domiciliary or 

nursing care after minimal treatment is given 

(1) Those with disabling minor fractures 

(2) Those with burns of the face or hands of 
less than 10 per cent extent but which 
interfere with the individual’s ability to 
care for or feed himself 
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(3) Those with moderate neuropsychiatric 
disorders 
2. Casualties requiring immediate care: 
(a) Those with hemorrhage from an easily acces- 
sible site 
(b) Those with rapidly correctable mechanical 
respiratory defects 
(c) Those with severe crushing wounds of the 
extremities 
(d) Those with incomplete amputations 
(e) Those with severe lacerations involving open 
fractures of major bones 
3. Casualties whose surgical treatment may be de- 
layed without immediate jeopardy to life: 
(a) Those with closed fractures of major bones 
(b) Those with moderate lacerations without ex- 
tensive bleeding 
(c) Those with second degree burns of less than 
30 per cent and third degree burns of less 
than 20 per cent of the body surface 
(d) Those with noncritical central nervous system 
injuries 
4. Casualties whose therapy will be expectant: 
(a) Those with critical injuries of the central 
nervous system or respiratory system 
(b) Those with significant penetrating or per- 
forating abdominal wounds. 
(c) Those with multiple severe injuries critical in 
nature 
(d) Those with severe burns of large areas (sec- 
ond or third degree burns of 40 per cent or 
more of the body surface) 


It is estimated that 40 per cent of the total 
casualties require but minimal treatment and 
therefore actually have no priority. Most would 
be ambulatory and therefore in most instances 
would receive treatment at the Emergency Treat- 
ment Station while they are being sorted before 
the ETS facility is overloaded by the reception 
sorting and treatment of Group 2 priority casual- 
ties and the sorting of priority Group 3 and 
Group 4 casualties. 

Group 2 casualties, estimated to comprise 20 
per cent of the total, have the highest priority for 
surgical treatment in that a short procedure will 
usually suffice to save a life. The primary func- 
tion of the Emergency Treatment Station is that 
of life saving along with sorting and despatch of 
these patients and those of Groups 1b, 3 and 4 
to definitive hospitals. 

Group 3 casualties, also estimated at 20 per 
cent, are those for which delay in treatment, 
though undesirable and subject to complications 
such as increased infection, does not endanger 
life. Definitive treatment will be instituted as soon 
as hospitals are available and ready for their re- 
ception and care. 

Group 4 casualties, while considered as ex- 
pectant and in general hopeless, will not be neg- 
lected but will receive treatment if they reach 
Civil Defense hospitals providing facilities, per- 
sonnel, equipment and supplies are available. This 
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is contrary to the accepted civilian concept that 
the most severely injured are given the highest 
priority and the less severely injured the lowest 
priority. In mass casualties, it must be accepted 
that priority of care must be based on the greatest 
good to the greatest number. The lengthy surgical 
procedures and the other measures required for 
one expectant casualty would jeopardize the lives 
of several casualties in other priority groups. In- 
creased loss of life must be accepted in this group. 

Medical care and treatment will be provided for 
target area casualties, the local population, and 
Civil Defense personnel at either an ETS or an 
expanded hospital facility. Priority for all med- 
ical care: 


1. Maintenance of health and production capability 
of non-casualty survivors 

2. First aid and medical-surgical attention to minimal 
(walking wounded) casualties to return them to 
productivity as soon as possible 

3. Medical care to women of child-bearing age and 
children 

4. Casualties that reach the medical channels 


The thirty-five Emergency Treatment Stations 
for Minnesota require seventy physicians assigned 
to sorting to cover the around-the-clock activities 
of the ETS. All should be thoroughly acquainted 
with the details of the Minnesota medical care 
program and all aspects of sorting. The ETS is 
primarily a life-saving facility for the case of 
shock, respiratory difficulties—hemorrhage from 
an accessible site, and other conditions already 
noted in Group 2 priorities. 

Sorting at the site-to-site relocations and other 
definitive hospitals may usually be accomplished 
under conditions subject to less confusion and 
haste than at the Emergency Treatment Stations, 
and consultation in difficult sorting decisions will 
be available. 

The successful management of large numbers 
of sick and injured is obviously dependent upon 
skillful sorting and subsequent emergency and 
definitive care. Civil Defense is everybody’s busi- 
ness—it cannot be bought—we must live it—there 
is no other way—the full participation of all phy- 
sicians in the program for survival is essential. 
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How Trustees Can Best Serve 
the Future of Blue Shield 


] N surveying the various Blue Shield plans, 

we find that the Boards of Trustees vary wide- 
ly in their makeup, their relationship to the medi- 
cal profession and in their attitudes toward basic 
Blue Shield philosophy. Boards also vary in their 


administrative functions and methods. 


I believe that all this variety tends to weaken 
Blue Shield and that certain very basic principles 
should govern all boards of trustees. Boards’ ad- 
herence to these principles may decide the future 
of our plans. 


In an article of mine, recently published, en- 
titled “The Future of Blue Shield,” I gave ex- 
amples of the effects that follow upon a lack of 
unity in the medical profession. I am sure many 
of you are personally aware of how government- 
controlled medicine was swepf into countries like 
England, Sweden, Greece, and Japan. I’m also 
sure that you are following the events in Belgium, 
France, India and Thailand. 


You know that wherever the profession has 
stood together as a unit, it has been able to make 
a successful stand against complete government 
encroachment. 


Today, in the United States, since most patients 
use insurance as a means of paying for their 
medical care, the profession has an excellent op- 
portunity to make a firm, united stand against 
our government’s further intervention in medical 
care. All that the doctors need do is to join 
behind one, single plan that they themselves 
sponsor and control. (Whether or not the physi- 
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cian approves of insurance is beside the point.) 
Insurance is here to stay, whether or not we like 
it. There is absolutely no turning back to the 
system in vogue that we knew twenty-five or more 
years ago. 

To begin with, the board itself must be under 
the direct control of the medical societies, either 
by virtue of a majority representation of physicians 
on the board or by whatever other effective means 
of control the societies devise. 

It may well be that the societies feel better 
represented by certain knowledgeable, competent 
laymen, If so, all well and good. The point is: 
the medical societies should have the ultimate 
power. We cannot expect the societies or their 
physician members to continue supporting the 
plans unless this power is given them. The reasons 
for this are self-evident: we are offering our mem- 
bers physician services. We ask physicians to 
agree to specific fee schedules and, in the Service 
Benefits plans, we ask the physician to accept our 
payment as full reimbursement when he treats 
patients in certain income brackets. The doctor 
cannot be expected to agree to these provisions 
unless he has a controlling voice in establishing 
them. 

As to non-medical members of the Board, it 
should be remembered that physicians taken as 
a whole are poor businessmen and poor financiers. 
They need the advice of those who are experienced 
in these fields. Therefore, there is a need on 
Blue Shield Boards for business executives, finan- 
ciers, public relations directors, and actuaries. 

How far the additional general public or labor 
should be represented is a controversial question. 
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This is something each plan must decide for 
itself, keeping the following in mind: other plans, 
such as commercial plans, also sell medical care 
insurance. Labor unions, too, set up health plans 
—but the medical profession plays no part, nor 
does it pressure to play a part on the governing 
boards of these organizations. However, just as 
these organizations should consult medicine, so 
should medicine consult the general public and 
labor. Board membership on the other hand is a 
moot point. 

I have discussed the composition of the Board 
and I should next like to speak of the specific 
things a board may do to improve its relations 
with the medical societies. 

Thus far, only Blue Shield has offered the doc- 
tors the control they desire and need. In some 
Blue Shield plans however, this control has 
weakened, or has been taken away from the 
doctor altogether. 

It is not uncommon to hear remarks such as 
the following from doctors: 


“Our Society has nothing to say about our local 
Blue Shield Plan.” 

‘We are never consulted about policies.” 

“Dr. A. was originally suggested by us for the Board, 
but he never tells us anything and he no longer repre- 
sents us.” 


Then on the other side of the picture, we have 
remarks from the Plan Directors such as: 


“What right did the medical society have to do that?” 
“What do we want doctors for when we are discussing 
coverage?” 


All this points out the fact that some of our 
plans are no longer doctors’ plans except in name. 
Not all of this is Blue Shield’s fault, but often 
it is the fault of the medical society in letting 
control of the plan slip out of its hands. The 
fact remains, however, that whatever the reason, 
it is the duty of the Board of Trustees to see to 
it that this control is strengthened or, where ne- 
cessary, returned to where it belongs—in the hands 
of the profession. The key to the correct balance 
of Blue Shield strength lies in the relationship 
of the board to the medical societies it represents. 

Most important—Blue Shield must never be- 
come a third party! It must only continue as an 
agent of the medical societies, doing for them 
what they cannot do for themselves—administra- 
tive work, devising contracts, and so on. It is up 
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to the medical members of the board to see to it 
that their medical societies are constantly informed 
of these activities; and these same medical mem- 
bers must bring the voice of the societies to board 
meetings. 

The medical societies should have the right 
to nominate the medical members of the Blue 
Shield Board. Ideally, in small plans, they can 
perhaps elect them. But no physician trustee 
should be elected unless he has been at least 
nominated or approved by the medical society 
of which he is a member. 

Plan trustees must see to it that no major 
change in policy is approved by the board unless 
the changes first meet with the approval of the 
medical societies. This applies to such plan poli- 
cies as the extent of coverage offered, service 
benefit levels, fee schedules and so forth. 

Of course, some recommendation of the medical 
societies may not be feasible, because of financial 
or actuarial considerations. It is my opinion, how- 
ever, that no item in the schedule of allowances 
should be set merely on the basis of funds avail- 
able. If a reasonable fee, one acceptable to the 
physicians, is not possible, then either that allow- 
ance should be made possible, financially, or the 
item should be paid for on an indemnity basis. 
No physician should be asked to accept as full 
payment an allowance which he and his colleagues 
consider inadequate for the services rendered. 

Trustees cannot be aware of the thinking of 
the members of their societies unless they attend 
their meetings, report what the plan is doing, 
and ask for suggestions. The medical society 
should feel that the trustee elected to represent 
it is conversant with the thinking of that society— 
that he is, in fact, their representative. 

Trustees, too, should encourage their societies 

to appoint committees to study and consider all 
matters pertaining to Blue Shield. 
- Besides having a responsibility to the medical 
societies, the board also has a major responsibility 
toward its subscribers. These responsibilities man- 
ifest themselves in legal matters, in matters deal- 
ing with finances, and with information to sub- 
scribers. Briefly, I would like to touch on each 
one. 

The legal obligation is, of course, most impor- 
tant. The corporation is licensed under law. 
Trustees must therefore see to it that all acts of 
the corporation are in full compliance with the 
law. The types of coverage, the wording on 
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HOW TRUSTEES CAN SERVE BLUE SHIELD—BAUER 


contracts, control of payments, the nature of ad- 
vertising, of investments, expeditures of funds, 
etc., all may have legal aspects and must, there- 
fore, be carefully considered. 

The Board of Trustees should employ compe- 
tent legal counsel and should be guided by his 
legal advice as a matter of protection to the 
subscribers, the corporation and the trustees. The 
legal counsel should attend all meetings of the 
trustees and executive committee. He should 
have every matter having any possible legal im- 
plication referred to him for advice. 

With regard to finances—there will doubtless 
be members of the board who are financial ex- 
perts. However, the board should appoint a 
finance committee to make recommendations as 
to investments. Ideally, this committee should 
recommend hiring an investment company to 
handle the details of investing. But the policies 
governing these investments should properly be 
decided by the board on the recommendations 
of the Finance Committee. 

As for educating the public, it may seem to 
some that this is an obligation not within the 
compass of a board’s duties. I do not agree. For 
the public is, truly, the plan’s most intimate con- 
cern. The public buys the contracts and their 
needs and desires must be determined. The public 
must be kept informed of the activities of the plan; 
of the contents of their contracts; and, while this 
may seem obvious, the public also must be edu- 
cated to distinguish between Blue Cross and Blue 
Shield. I am sorry to have to admit that even 
the medical profession needs education on that. 


All this brings into play the matter of adver- 
tising and literature used for distribution to both 
doctors and subscribers. Trustees should be 
familiar with all publications, so as to be able 
to formulate the general principles governing the 
makeup of their contents. ‘This would include 
the contents of any newsletters, bulletins, radio 
and television programs, as well as talks before 
medical societies or other groups. Trustees natur- 
ally are not expected to prepare this material nor 
to send it out, but arranging for proper distribu- 
tion and dissemination is the board’s duty. Board 
members may also arrange speaking engagements 
for themselves or for their plan executives.. 

Furthermore, the trustees should attend as many 
national meetings as possible so as to be abreast 
of the thinking in other parts of the country. 
UMS has found it very beneficial to invite not 
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only its medical trustees but officials of its spon- 
soring medical societies to attend the Annual 
Professional Relations Conference. This confer- 
ence has given them an insight into the philosophy 
and problems of Blue Shield that they could 
not otherwise have obtained. 

Having touched on the board’s relationship 
to the profession and to the public there remains 
but one major area of mutual interest that is the 
concern of every trustee: that is the board’s re- 
lationship to Blue Cross. 

Originally, Blue Shield was very small, and it 
started out five years after Blue Cross. Blue 
Shield, therefore, had very much to gain by a 
close relationship to Blue Cross. Because it was 
larger and had a greater fund of experience, 
Blue Cross was able to help the young plan im- 
measurably. Both plans worked closely, both bene- 
fited from the sharing of talent and experience 
and both grew quickly. There was a tendency in 
those early years, because Blue Cross was the old- 
er, more experienced partner, for Blue Cross to 
become the dominant half of the liaison. Now, 
however, the situation is changed. Blue Shield 
has a depth of experience it lacked before and 
is growing faster than Blue Cross. I believe that 
the two plans should now be partners on an 
equal footing. Neither should dominate the other. 

If we look at the plans around the country, 
we see some of them completely divorced from 
one another. Others are almost completely unified, 
even to having the same personnel on both boards. 
Still other plans are separate except for a joint 
Enrollment Department. This, especially in the 
larger plans, has often proved a great conven- 
ience and saving to both plan and subscribers. 


Complete integration, even of just the boards, 
however, does not seem to me to be in the inter- 
est of anyone. Blue Cross is controlled by the 
hospitals, and Blue Shield by the physicians— 
and their philosophies differ in so many respects 
that it is hard to imagine any joint board work- 
ing smoothly without one plan overpowering the 
other. 

It is very disheartening to view the state of 
affairs that exists in those areas where the two 
organizations are more or less one in fact, even 
if not in theory. Because Blue Shield has been 
the junior partner, it seems often to act hesitantly, 
without vigorous conviction in the course it must 
follow, content to be hand-led and spoon-fed by 
the elder Blue Cross. What is to be gained by 
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one plan hiding in the shadow of the other? 
Blue Shield is no longer in swaddling clothes. It 
has reached adult state. Both plans are working 
to serve the community. They should work in 
harmony, yes,—share those duties that will benefit 
both plans—but each plan should be master of 
its own fate. 


The first step that should be taken to establish 
a Blue Shield plan’s independence is the appoint- 
ing of a director separate from Blue Cross. Cer- 
tainly, when Blue Shield was in its infancy, it 
could not afford a full time director. Since there 
was a need to establish a good deal of early plan- 
ning, much was gained by having Blue Cross’ 
director also serve Blue Shield. But, again, today 
things have changed—and just as there is much 
to be gained by having separate boards, so is 
there much to be gained by each plan having its 
own director. The duties and responsibilities of 
each plan have grown to too great a height to 
allow one man to fulfill both jobs effectively 
without one being secondary to the other. 


These are matters which must be decided by 
the Boards of Trustees of the plans, but they 
cannot be decided intelligently unless each trustee 
is thoroughly familiar with all aspects of his plan’s 
activities. It has been found, for instance, that 
some boards meet only once or twice a year, and 
that the operation of the plan is left entirely to 
the plan director or to the Board’s Executive 
Committee. This is unfortunate. Unless the 
board meets frequently, how can the trustees keep 
abreast of what is going on, or how can they 
expect to decide the proper course of action for 
the plan in matters that come up from day to 
day? Executive committees are excellent organiza- 
tions, but they should meet to handle emergen- 
cies, to sift material and make preliminary studies 
for presentation to the Board itself. In my opin- 
ion, the executive committee should not habitually 
be given the full authority of the board. 

By the same token, the plan director should be 
expected to carry out the board’s policies—but the 
director himself should not be the one to deter- 
mine policies. Plan policy should be determined 
by the board and must reflect the expressed de- 
sires of the medical societies. The plan director 
must carry out these desires. 

Such matters as co-insurance, experience rating, 
and service benefits are proper matters for trus- 
tees to discuss. ‘Their decisions, however, must 
reflect the many responsibilities they have to the 
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public and the medical profession. Trustees must 
decide whether Blue Shield is to be a community 
plan or a plan for a favored few. But we must 
keep uppermost in our thoughts, that if Blue 
Shield does not protect the entire community— 
including the poor risks—the government will 
step in. When it does, it will not just take the 
poor risks, but will sweep up everyone without 
exception. All one has to do is to look abroad 
to see what will happen if voluntary health in- 
surance fails in this country. I will go even 
further and say that if Blue Shield should fail— 
then we shall most assuredly see government medi- 
cine moving in to take over. 

In conclusion, I think I can safely say that 
being a trustee does not involve just a name ora 
title, but entails a mature and substantial respon- 
sibility for policies and education. Blue Shield 
must not fail, but it will unless the plans work 
in close co-operation with their medical societies, 
and convince them that the plan is not a third 
party but only their agent, carrying out certain 
technical, administrative aspects of the program, 
the doctors, themselves, have set up. 


Now, may I make an appeal to the profession 
itself? Medicine can no longer be practiced as 
it was twenty-five years ago. It involves not only 
art and science but socioeconomics as well. Physi- 
clans as individuals and medical societies as a 
whole must take an interest in the whole problem 
of rendering adequate medical care. The medical 
profession has had a 2,500-year tradition of min- 
istering to the sick, It must keep up that tradi- 
tion and must, itself, take the leadership in pro- 
grams to ensure proper medical care. Unless it 
does, the leadership will be taken away by others. 

During the past eleven years, I have made two 
trips around the world and twenty-one trips to 
Europe (and I’m going again Apirl 30). I have 
seen what has happened when the medical pro- 
fession weakened and permitted itself to be thrown 
off the tracks by a government machine. I have 
seen the debasing of the standards of medical care. 
I shudder to think what will happen—in fact, 
what is happening right now—in this country as 
a result of the apathy of the medical profession. 

As trustees, see to it that your sponsoring 
bodies are alerted to these problems. And elect 
to your boards farseeing, capable and energetic 
people. 

2 Park Avenue 
New York, N. Y. 
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The Etiology and Treatment 
of Esophagitis 


@ Severe strictures of the lower esophagus 
are being successfully treated by adequate 


gastric resection. 


T HAS BEEN STATED that inflammation is 

the commonest disease of the esophagus. There 
is much clinical and experimental evidence to 
implicate the acid-peptic factor in most cases of 
esophagitis or its sequelae—hemorrhage, perfora- 
tion and stricture. Other rare causes of esophagi- 
tis include agranulocytosis, tuberculosis, actinomy- 
cosis and scleroderma. In the past, cases of acid- 
peptic esophagitis have been referred to as idio- 
pathic even though many of these patients respond 
to therapy designed for the treatment of the acid- 
peptic diathesis elsewhere in the body. Surgery is 
reserved for perforation, hemorrhage, intractability 
and obstruction (stricture formation) as is com- 
monly practiced for these complications in the 
stomach or duodenum. It is the purpose of the 
present communication to discuss the etiology of 
esophagitis and to re-evaluate the surgical results 
in eighteen patients treated by a procedure de- 
signed to lower gastric acid production and to 
insure prompt gastric emptying as proposed by 
Wangensteen.?" 


Etiology 


Clinical Observations—As early as 1852 pro- 
tracted vomiting was described by Trotter as a 
cause of permanent dysphagia.* Complete esopha- 
geal atresia has resulted from the pernicious vomit- 
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ing of pregnancy.‘ Tileston in a valuable article 
on peptic ulcer of the esophagus published in 1906 
held that insufficiency of the cardia allowing 
regurgitation of gastric juice was essential for the 
development of the ulceration, hemorrhage or later 
stricture.° 


TABLE I. THE ASSOCIATION OF GASTRODUODENAL 
ULCERATION WITH ESOPHAGEAL STRICTURE 




















Number of | Number of Gastro- 
Year Author Patients duodenal Ulcers 
1929 Jackson!é 3 3 
1935 Winkelstein!” 5 3 
1946 Benedict!® 44 15 
1948 Benedict and Sweet 60 20 
1951 Wilson” 22 10 
1952 Friedburg and Clayton”! 6 6 
1953 Winkelstein et al?? 20 15 
1953 Benedict and Gillespie”* 100 42 
1956 MacLean and | 18 6 
Wangensteen ? 





Some have attributed a danger in this regard to 
inlying nasogastric tubes. However, in none of 
the cases to be presented can the stricture be 
attributed to this—in a clinic in which the naso- 
gastric tube has been used extensively. The vomit- 
ing which frequently occurs without suction would 
appear to be of far more danger to the esophagus. 


There are other very important clinical observa- 
tions which implicate the acid-peptic factor in 
esophagitis and stricture. (1) Gastroduodenal ulcer 
frequently accompanies lower esophageal stricture 
(Table I). (2) Those situations known to cause 
or abet gastroesophageal reflux frequently lead to 
esophagitis and stricture. The commonest is hiatal 
hernia. Allison observed sixty-three cases of 
stenosis among 176 cases of hiatal hernia.® Pyloric 
stenosis is known to disrupt the function of the 
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cardiac sphincter. Lastly, certain operations which 
destroy gastroesophageal continuity lead to eso- 
phagitis and stricture formation. These are eso- 


ulceration or stricture of the lower esophagus. 


These include esophagogastrectomy with esopha- 
gogastrostomy (Sweet,'? Valdoni’*) or esophago- 





Fig. 1. Case 1. (a) Esophagogram made on April 1, 1936, 
prior to gastric resection during period of dilatations; (b) normal 
esophagogram, April, 1954. There is no esophageal stricture or 
delay in passage of thin or thick barium. The patient is asympto- 
matic eighteen years after subtotal gastric resection. 


phagogastrostomy, the Wendel procedure, and the 
Heyrovsky and Grondahl operations.” 


Experimental Evidence.—There is also exten- 
sive evidence of an experimental nature to support 
the concept that esophagitis and esophageal stric- 
ture are acid-peptic linked. Selye* was able to 
produce hemorrhagic esophagitis in rats by pyloric 
ligation. The production of an insufficient cardia 
in dogs, either by esophagogastric anastomosis® or 
by pyloric ligation plus histamine in beeswax 
stimulation produces extensive esophageal irrita- 
tion and in the latter instance destruction and 
perforation.1° The stomachs of these animals 
remain normal despite adjacent esophageal ulcera- 
tion and perforation. Prior excision of the acid- 
producing area of the stomach under identical 
experimental conditions protects completely against 
the occurrence of esophagitis or esophageal per- 
foration. 


Treatment 
Various surgical procedures have been proposed 
for the management of patients with esophagitis, 
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jejunostomy with gastric bipass (Allison’*) or 
jejunal interposition—after excision of stricture 
between esophagus and stomach (Merendino“) 
and vagotomy with resection of stricture, resection 
of distal stomach and repair by esophagogastrosto- 
my and gastroduodenostomy (Ellis*®). Follow- 
ing and in Table II are the results of subtotal 
gastrectomy for this entity at the University of 
Minnesota which has, the author believes, two 
advantages: (1) the procedure is less formidable 
than any mentioned and (2) excellent results 
have been achieved over a long period of time 
and observation. 


Case Histories 


Case 1.—L. W., a man aged fifty-three, was seen 
many times at the University Hospital between 1935 
and 1939 with complaints referrable to an obstructing 
and bleeding duodenal ulcer. Dysphagia developed in 
February, 1936, and an esophagogram revealed a lower 
esophageal stricture which was confirmed by esophag- 
oscopy. The patient was treated with a Sippy diet and 
esophageal dilatations once or twice a month until 
August, 1939, at which time a subtotal gastrectomy was 
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Fig. 2. Case 6 (a) Esophagogram made in July, 1947 (preoperative), following dilatation to a No. 29 French 


sound reveals a severe stricture extending from the mid-esophagus to the stomach; (b) esophagogram made March 
30, 1948 (two weeks after operation), reveals slight imprevement. The patient was greatly improved clinically at 
this time. (c) Esophagogram made September 4, 1951, reveals no evidence of obstruction. The patient has had 
no dysphagia since two months following subtotal gastrectomy. 


performed for severe gastrointestinal hemorrhage. It 
was not anticipated that esophageal dilatations could 
be discontinued following this surgical procedure. How- 
ever, only two dilatations were required in the conva- 
lescent period, whereas in the three and one-half year 
period preceding surgery, over 100 dilatations had not 
been successful in controlling the dysphagia. In 1940, 
a No. 45 dilator was passed with ease as a diagnostic 
test of esophageal lumen size. The patient has had no 
recurrence of dysphagia or gastrointestinal hemorrhage 
during the eighteen-year follow-up period and has not 
required esophageal dilatation. The patient eats all 
foods without difficulty whatsoever. Figure 1 illustrates 
esophagogram before and after subtotal gastric resection. 


Case 6—H. B., a man, ‘aged forty-seven, was first 
seen at the University Hospitals in 1947 with complaints 
referrable to a duodenal ulcer since 1911. In 1940 a 
perforated duodenal ulcer was closed surgically. Six 
weeks following this procedure dysphagia developed and 
progressed rapidly so that in two months he lost 40 
pounds. A gastrostomy had been performed elsewhere 
at which time the patient was unable to swallow his 
saliva. 

In July, 1947, an esophagogram was attempted but 
was unsatisfactory because of the severity of the stenosis. 
Dilatations ultimately were accomplished by using a 
No. 5 French ureteral catheter initially which was 
brought out through the gastrostomy. Esophagogram 
following dilatation to No. 29 French sound showed a 
severe stricture extending down from the midesophagus 
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to the stomach (Fig. 2a). Dilatations provoked burning 
substernal pain. However, he was able to swallow liquids. 

In January, 1948, another perforation of the duo- 
denal ulcer occurred which was treated nonoperatively, 
but was followed by pyloric and more severe, esophageal 
obstruction. Subtotal gastric resection was performed 
on March 19, 1948. Prior to discharge from the hospital, 
a No. 29 French dilator was passed through the stric- 
ture. In the subsequent six weeks the dysphagia im- 
proved greatly. Whereas, an esophagogram made on 
March 30, 1948 (Fig. 2b) showed only a trickle of 
barium entering the stomach because of esophageal 
stricture, considerable improvement was apparent by 
May 10, 1948 (two months postoperatively) and barium 
swallow three years later on September 4, 1951, showed 
no evidence of obstruction (Fig. 2c). The patient has 
not experienced any dysphagia since the summer of 1948 
and has not received dilatations since that time. He 
ingests a normal diet without any precaution as to food 
particle size. 


Case 8.—T. S., a sixty-one-year-old woman, was first 
seen at the University Hospitals on April 18, 1951, with 
the complaint of dysphagia for one year. This had been 
preceded by a postprandial heartburn especially when 
lying down. The dysphagia became progressively more 
severe so that liquids only could be ingested. A sixteen- 
pound weight loss occurred in the four months prior to 
admission, even though she was closely supervised on 
a bland diet, antacids, and antispasmodics, a regimen 
which in no way altered the dysphagia. 
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Gastrointestinal x-ray examination on April 20, 1951, 
revealed a large, easily reducible hiatal hernia with 
narrowing and irregularity of the distal esophagus (Fig. 
3a). Three months later a lower esophageal ulcer had 
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showed a lower esophageal stricture with hiatal hernia 
(Fig. 4a). An annular stenosing lesion located at 34 
cm. from the upper alveolar ridge was visualized on 
esophagoscopy. A No. 14 French lumen finder was 





Fig. 3. Case 8. (a) Esophagogram made July 24, 1951, shows marked 
stricture. The patient experienced severe dysphagia and was malnourished 
at that time; (b) esophagogram made July 29, 1953, shows minimal 
deformity, and no evidence of obstruction two years following the operation. 


developed. Esophagoscopy confirmed the diagnosis of 
esophagitis with stricture. The patient had 22 degrees 
of free gastric acid on alcohol stimulation. On August 
14, 1951, a segmental gastric resection, Heineke-Mikulicz 
pyloroplasty, and hiatal hernia repair were performed 
with an extensive excision of the acid-producing area 
of the stomach. The patient had an immediate and 
excellent response to surgery and has not experienced 
dysphagia or heartburn since, except on the rarest 
occasions when excited. 


Roentgenograms of the esophagus made on July 29, 
1953, two years after operation, revealed prompt pas- 
sage through the esophagus without delay, and without 
evidence of constriction (Fig. 3b). 

Gastroesophageal regurgitation has persisted in spite 
of hiatal hernia repair. A postoperative gastric analysis 
made on February 4, 1954, revealed no free acid with 
triple histamine stimulation. The patient continues with- 
out complaint and ingests a full diet at the present time. 


Case 10.—F. W., a sixty-nine-year-old man, was ad- 
mitted to the University Hospitals on May 7, 1952, with 
the complaint of progressive dysphagia of six months’ 
duration. He was unable to eat any solids at the time 
of admission and had been troubled with heartburn for 
many years. An esophagogram taken on May 8, 1952, 
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passed through the stenosed area with considerable diffi- 
culty. Biopsy of the strictured area revealed inflamma- 
tion and a chronic ulcer of the esophagus. Gastric 
analysis showed the very high free acid on histamine 
stimulation of 179 degrees. 

On May 14, 1952, a tubular gastrectomy with Heineke- 
Mikulicz pyloroplasty was performed. There was n0 
evidence of hiatal hernia. For two months following 
the operation the patient occasionally noted that some 
solid foods “stuck.” He was no longer troubled with 
heartburn. An esophagogram made on July 10, 1952, 
three months after operation, showed a narrowed area 
in the lower third of the esophagus with improvement 
from the previous examination. On February 24, 1954, 
an esophagogram showed no evidence of stricture (Fig. 
4b). The patient is able to eat all foods without diff- 
culty. Gastric analysis since surgery revealed 52 degrees 
of free acid with histamine stimulation. A No. 41 
French dilator passes through the esophagus with ease. 
The patient does not require dilatations. 


Discussion 


A total of nineteen patients with lower esopha- 
geal stricture have been treated by a procedure 
designed to decrease acid-peptic irritation of the 
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lower esophagus. Sixteen patients underwent sub- 
total gastrectomy, and three were treated with 
hiatal hernia repair with pyloroplasty. The factor 
predisposing to lower esophageal stricture was 


A 
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severe dysphagia prior to operation. Six of the 
remaining patients are greatly improved, and are 
capable of ingesting all foods with dysphagia on 
rare occasions (no oftener than once a month). 





Fig. 4. Case 10. (a) Lower esophageal stricture with roentgen evidence of hiatal 
hernia. The latter was not found at operation on May 14, 1952; (b) normal 
esophagogram made February 24, 1954. The patient ingests a normal diet without 


dysphagia at any time. 


either gastric or duodenal ulcer in six patients, 
hiatal hernia in seven patients, both duodenal 
ulcer and hiatal hernia in one patient and un- 
known in four patients. One patient (F. O. in 
Table II) with a severe constriction of the esopha- 
gus which extended from the aortic arch to the 
stomach—the result of the ingestion of concen- 
trated hydrochloric acid with suicidal intent—was 
also treated by subtotal gastric resection. Esopha- 
gograms demonstrated an increase in the size of 
the esophageal lumen following operation. Unfor- 
tunately, after returning home this patient became 
depressed, refused to eat, and expired fourteen 
months following operation. With this single 
exception, esophageal lumen size has been greatly 
improved or has returned to normal in all patients. 
Those postoperative esophagograms which have 
revealed some deformity are greatly improved, and 
no obstruction to the flow of thick barium has 
been observed in contrast to the preoperative 
findings. Symptomatic benefits have likewise been 
remarkable. Thirteen of the patients have com- 
pletely normal swallowing with all foods despite 


Novemper, 1958 


A high gastric acid has been observed frequently 
prior to operation, which has been reduced to 
low or zero levels by gastric resection. 

The persistence of beneficial effects is evi- 
denced by the long follow-up period in many of 
the patients (Table II). Esophageal dilatation is 
usually performed once or twice in the early con- 
valescent period when it is noted that larger 
dilators pass the strictured area with greater ease, 
The necessity of insuring a functional lumen by 
dilatation directly following operation is em- 
phasized, since other observers who failed to find 
subtotal gastrectomy successful in the treatment 
of lower esophageal strictures did not employ 
dilatation in the early recovery phase. Adequate 
gastric emptying must also be provided. Without 
adequate emptying, the aggravation of esophagitis, 
noted clinically and experimentally following 
vagotomy alone, may result. 

That reduction of the stomach’s capacity to 
secrete acid-peptic juice accompanied by provision 
for ready gastric emptying will minimize, if not 
eliminate the opportunity for regurgitation of 
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TABLE II. RESULTS OF TREATMENT OF ACID-PEPTIC STRICTURE OF THE ESOPHAGUS 
Age at Follow-up Preoperative Postoperative 
Patient | Follow-up Predisposition Operation* Period Swallowing**| Last Esophagogram Free Gastric Free Gastric 
Number] (Years) (Years) Acidt Acid 
1. L.W. 68 Duodenal ulcer III 18 A Normal 38°— — 
Pyloric obstruction 
2: CVD: 90 Duodenal ulcer IVA 5 A Slight narrowing _ _ 
Pyloric obstruction No obstruction 
3. E.K. 72 Unknown III 9 A Minimal deformity 34°—H — 
No obstruction 
4. C.G. 25 Unknown III 10 A No stricture 60°—H 0°—H 
No obstruction 
5. V.G. 62 Gastric ulcer III 7 A Normal 100°— =z 
6. H.B. 54 Duodenal ulcer III 9 A Tapered lower 74°-—H — 
Pyloric obstruction oesophagus. No 
obstruction 
7. S.N. 79 Duodenal ulcer Ill 3.5 A Slight narrowing 40°—H i 
Hiatal hernia No obstruction 
8. T.S. 64 Hiatal hernia Segmental 6 B Minimal deformity 22°—A 0°—H 
No obstruction 
9. H.S. 48 Hiatal hernia Tubular + 3 A Slight distortion 52°—H 0°—H 
H.M. No obstruction 
10. F.W. 71 Unknown Tubular + 5 B Normal 179°—H 52°—H 
H.M. 
11. T.N. 75 Duodenal ulcer III 3 A Minimal irregu- 52°—H aa 
larity. No ob- 
struction 
12. O.J. 60 Duodenal ulcer Tubular + 4 A Residual stricture. 71°— 7°—H 
H.M. Improved 
13. A.W. 65 Hiatal hernia Tubular + 2 B Esophageal stric- 73°—H 0°—H 
H.M. ture. Some 
improvement 
14, A.L, 47 Unknown Tubular + 3 B Esophageal stric- —- — 
H.M. ture. Some 
improvement 
15. H.M. 67 Hiatal hernia Hernia re- 3 B Normal == — 
Pylorospasm pair and 
H.M. 
16. H.S. 73 Hiatal hernia Hernia re- 2 A Minimal deformity 40° — 
pair and No obstruction 
H.M. 
17. W.C. 56 Hiatal hernia Hernia re- 2 A Minimal deformity. 93°—H _ 
Pylorospasm pair and No obstruction 
H.M. 
18. M.K. 53 Hiatal hernia Tubular 2 B Minimal deformity. — — 
and H. No obstruction 
19. F.O. 47 Concentrated hydro- Segmental 1-3/12 Cc Slight increase in _ — 
chlorie acid .M. esophageal lumen 








*Nomenclature: III, 34 distal gastrectomy with Hofmeister retrocolic gastrojejunostomy. 
IV 


A, Finsterer exclusion operation with removal of the antral mucosa. 
Segmental, Segmental gastric resection. 
Tubular, Tubular gastric resection. 
H.M., Heineke-Mikulicz pyloroplasty. 


**Postoperative swallowing: 
ility to ingest all foods without dysphagia at any time. 
B, Ability to ingest all foods with dysphagia on rare occasions (no oftener than once a month). 
C, Dysphagia—improved 

, Dysphagia—no improvement, 


A, Ab 


+F, fasting 
H, with histamine stimulation. 
A, with alcohol stimulation. 
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ESOPHAGITIS—MACLEAN 


gastric juice into the esophagus is understandable. 
The disappearance of strictures which have re- 
mained after over 100 esophageal dilatations is 
not so readily apparent. A study? of the depth of 
scar tissue in the esophagus in acid-peptic stricture 
has revealed principal involvement of the sub- 
mucosa and inner muscular layer. The outer mus- 
cular layer of the esophagus was uninvolved. In 
contrast, lye stricture involved all esophageal lay- 
ers with dense scar tissue. 


Summary 


1. The clinical and experimental evidence im- 
plicating the acid-peptic factor in esophagitis and 
esophageal stricture has been reviewed. 

2. Eighteen patients with esophageal stricture 
treated by a surgical procedure designed to de- 
crease acid-peptic irritation of the lower esopha- 
gus have been re-evaluated. Fifteen patients un- 
derwent subtotal gastrectomy and in three hiatal 
hernia repair accompanied by Heineke-Mikulicz 
pyloroplasty was performed. In all eighteen pa- 
tients, complete disappearance (twelve patients, 
graded A) or substantial improvement (six pa- 
tients, graded B) in dysphagia occurred. The 
period of observation following operation ranges 
from one to eighteen years. Gastric resection was 
carried out in one patient with an extensive corro- 
sive stricture of the esophagus, with but slight 
improvement. 


3, An accompanying gastric or duodenal ulcer 
was observed in six patients having acid-peptic 
strictures of the esophagus, hiatal hernia was 
present in seven patients, both duodenal ulcer and 
hiatal hernia in one patient, and in four patients 
no predisposing factor was detected. 


4. Re-establishment of a fairly normal esopha- 
gogram following gastric resection was observed in 
even the most deformed and strictured esophagus 
in the follow-up roentgenograms which were taken 
over a period of months. 


3. Gastric acid production frequently is ele- 
vated in patients with esophageal stricture. 
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Vertebral Artery Thrombosis 


@ Obstruction of the vertebral artery should be considered in 
all cerebrovascular accidents; when correctly diagnosed, treatment 
with anticoagulants is indicated and useful. Here, Dr. Kenefick 
reports on two cases of vertebral artery thrombosis in which 


necropsy findings became available. 


2 iemmmenapeein of a vertebral artery with 

resulting infarction of the brain, in the area 
supplied by the artery, occurs less frequently than 
thrombosis of any of the other cerebral vessels. 
However the incidence is probably greater than 
hospital records and published case reports would 
indicate. 

It is present most often in men of the fifty to 
seventy year age groups who have hypertension 
associated with arteriosclerosis of the major vessels 
or atherosclerosis—either local or generalized. 
Occlusion of the vessels occurs as the result of 
atheromatous swelling or rupture of an atheroma- 
tous plaque or hemorrhage into a plaque or pos- 
sibly subintimal hemorrhage. The precipitating 
mechanism may be the result of medical, surgical 
or traumatic shock or hemorrhage, causing a tem- 
porary hypotension with resulting cerebral anoxia. 
Emboli, resulting from any thrombo-embolic dis- 
ease may also cause obstruction, with resulting 
thrombosis. 

In individuals under forty years of age, throm- 
bosis may occur as a complication of systemic 
diseases such as leukemia, purpura, collagen dis- 
eases, polycythemia and many others. The past 
medical history of a majority of patients, dying 
as a result of thrombosis of the basilar arterial 
system, will reveal a history of previous attacks 
of temporary intermittent occlusion, often diag- 
nosed as cerebrovascular spasm or “small strokes” 
followed by apparent complete recovery. This 
symptom-complex has recently been clarified by 
the publications of Siekert and Millikan’? who 
suggested the term “Syndrome of Intermittent 
Insufficiency of the Basal Arterial System.” They 
believe this syndrome occurs more commonly than 
is generally believed and that it is a common 
feature in the production of thrombosis of the 
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basilar system. Transitory episodes may occur for 
months or years, lasting a few minutes to several 
hours, during which time objective abnormalities 
are present but which disappear completely with 
recovery from the attack, leaving no residual com- 
plaints. 

The principal symptoms include: (1) weakness 
or paresis of the limbs, (2) visual dimness or 
oculorotary trouble, (3) dysphagia or dysarthria 
(both very common), (4) numbness of a limb or 
one side of the face or body, (5) frequently ver- 
tigo and mental confusion. The recognition of this 
syndrome becomes important clinically because of 
the relief of symptoms from the administration 
of anticoagulant drugs and the prevention of a 
resulting thrombosis and infarction of the brain. 
The authors also reported a marked reduction 
in mortality of patients suffering from an acute 
occlusion of the basilar or internal carotid arterial 
systems, treated early with adequate anticoagulant 
therapy. 

Another small group of patients who suffer 
from transient attacks of vertebral artery insuf- 
ficiency have been found to have a mechanical 
factor as the causal agent. This consists of tur- 
ing of the head to one side or the other, together 
with backward extension of the head on the neck, 
producing a transient insufficiency of the vertebral 
artery which may lead to thrombosis of the vessel 
if frequently repeated or of sufficient duration of 
time to cause obstruction. This has been termed 
cervical vertigo by many neurologists but the 
symptomatology and underlying pathology art 
probably the same as in the cases reported by 
Millikan and Siekert. 

During the past ten years, cases of thrombosis 
of the vertebral artery have been reported as 4 
result of chiropractic manipulation of the neck 
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VERTEBRAL ARTERY THROMBOSIS—KENEFICK 


during treatment. While this manipulation is un- 
doubtedly forceful, normal twisting of the head in 
aright or left backward direction may cause tem- 
porary insufficiency of the vertebral arteries, in 
some individuals, sufficient to cause symptoms and 
abnormal reflexes. 


Tatlow and Bammer® in 1957, reported three 
such cases and also demonstrated in cadavers, 
by injection of a radiopaque substance into the 
vertebral arteries, obstruction of the artery of one 
side, when the head was turned. This probably 
occurs only if the vertebral arteries are diseased 
or if pressure from abnormalities of the vertebral 
bodies (such as osteoarthritis or osteophytes) is 
present. In some cases an abnormality of rota- 
tion of the atlas on the axis may be present. These 
authors also reported the symptoms in all of their 
patients remained relieved as long as anticoagulant 
therapy was continued. 


Recent studies of the anatomy and pathology ot 
the vertebral and carotid arteries, particularly of 
the vertebral portions and vertebral and carotid 
arteriography,* have helped materially to clarify 
some of the puzzling symptom-complexes associ- 
ated with diseases of these arteries. Hutchinson 
and Yates® in 1956 carried out a clinical and 
pathological study on a series of forty-eight pa- 
tients dying from cerebrovascular lesions of vari- 
ous types. A radiopaque substance was injected 
into both carotid and vertebral arteries at the 
time of the necropsy, tissues were fixed and then 
both arteries removed throughout their full length. 
They reported finding: (1) marked variation in 
the size and diameter of the vertebral arteries, 
(2) atheroma of the vertebral arteries in nineteen 
patients, with thrombosis present in three patients, 
(3) involvement of the vertebral artery in most 
cases, if atheromatosis was present in the cere- 
bral vessels, (4) intracerebral vessels may be 
remarkably healthy in spite of evidence of ather- 
oma of the major vessels elsewhere, (5) the pres- 
ence of a collateral circulation between the ver- 
tebral and carotid arteries by way of branches to 
the trapezius and sterno-cleido mastoid muscles 
and the occipital artery, (6) stenosis of the col- 
lateral channels may lead to occlusion of either 
the vertebral or internal carotid arteries or both, 
(7) thrombosis of the vertebral or internal caro- 
tid arteries in the cervical portion is fequently 
present in cerebellar or cerebral infarction when 
necropsy fails to reveal any abnormality of the 
Intracranial vessels. 
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Case Reports 


Case 1.—Mr. S., aged forty-eight years, worked as a 
telephone switchboard installer. He was admitted to the 
hospital for study on March 9, 1954. His chief com- 
plaint was that for the past month he had experienced 
several short attacks of vertigo, each lasting about fifteen 
minutes, all had occurred while the patient was at 
work. The day prior to admission he had an attack 
lasting twenty hours, consisting of vertigo, nausea, dip- 
lopia, but no vomiting. Physical examination, including 
a neurological examination, was essentially negative. 
Spinal fluid pressure was normal and spinal fluid exami- 
nation, cell count and serology were normal. 

The patient was well for seven days. On the eighth 
hospital day he became semicomatose and developed a 
partial left hemiplegia. This was associated with nausea, 
vomiting, dysphagia, dysarthria and occasional convul- 
sive seizures of a generalized nature. Physical examina- 
tion revealed blood pressure 132/78 mm. Hg., tempera- . 
ture 99 degrees, pulse 78, and respirations 28 per minute. 
On neurological examination, a definite left hemiplegia 
was present with a positive Babinski on the left side. 
Right hypalgesia of the face and limbs was present. 
The patient’s condition deteriorated very rapidly and he 
expired March 19, 1954. 


Necropsy findings—The heart weighed 365 grams. 
The valves and endocardium appeared normal. There 
was moderate sclerosis of the coronary vessels which 
were patent throughout. The aorta was mildly sclerotic. 

Examination of the brain revealed that the left verte- 
bral artery was completely thrombosed from its point of 
entrance into the cranial cavity to its point of attach- 
ment to the basilar artery. The right vertebral artery 
was smaller than the left and was patent throughout. 
The left lobe of the cerebellum was grossly much softer 
than the right. On microscopic examination of sections 
of the vertebral artery there was only moderate sclerosis 
of the wall. The lumen of the vessel contained blood 
with a central thrombosis and some fibrin. 


Case 2.—Mr. O., aged sixty-five years, executive. This 
patient was first seen November 18, 1954, because of 
decreased vision in the right eye of short duration, 
followed by dizziness of a few hours duration the follow- 
ing day, with ultimate disappearance of symptoms. The 
third day, on awakening, he was unable to swallow, his 
speech was slow and he appeared lethargic. Physical 
examination revealed temperature 98.6 degrees, pulse 
68, and blood pressure 224/104. The examination was 
negative except for the following: the right pupil was 
larger than the left, nystagmus 3 plus to the right, 
dissociated anesthesia over both sides of the face and 
left arm and trunk, central facial paralysis on the right, 
slight weakness of the tongue to the right, positive left 
Babinski, ataxia of the right arm and the deep tendon 
reflexes were unequal. Both vocal cords were swollen 
with limited motion of the right vocal cord. A lumbar 
tap revealed normal spinal fluid pressure, and the fluid 
revealed normal cytology and chemistry. The patient’s 
condition deteriorated rapidly and he expired at 4:30 
p.m., November 21, 1954. 
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Necropsy examination.—The heart weighed 465 grams. 
There was mild to moderate sclerosis of the root of the 
aorta with marked sclerosis of the coronary arteries 
with narrowing of their lumina. Sclerosis of the aorta 
was moderate throughout. The right vertebral artery 
was much larger than the left, containing a dark red 
and gray thrombus below the junction with the left 
vertebral artery. The thrombosed portion included the 
area of origin of the right inferior cerebellar artery. On 
microscopic section there was a moderate intimal at 
heromatosis of the vertebral artery and the lumen was 
filled with a recently formed thrombus. 


Comment 


The two cases reported illustrate the most com- 
mon types of vertebral artery thrombosis and the 
causes underlying the thrombosis. The first pa- 
tient, a forty-eight-year-old telephone switch- 
‘board installer, had symptoms of intermittent 
obstruction of the vertebral arteries for six weeks 
or more, terminating in occlusion of the artery 
and infarction of the brain. While no clinical 
proof is available, it was thought the marked 
movements of the head on the neck (required by 
this patient’s work) was a mechanical factor in 
causing the intermittent obstruction which led to 
the fatal thrombosis. He was normotensive and 
necropsy examination revealed very minimal 
atherosclerosis of the vertebral arteries and the 
major vessels. 

The second patient, a sixty-five-year-old man 
with hypertension, had symptoms of acute throm- 


bosis of the vertebral artery for three days, ter. 
minating fatally with infarction of the brain, 
There was no history of previous intermittent ob- 
struction of the arteries and no known precipi- 
tating factors leading to the acute thrombosis, 
Necropsy revealed thrombosis of the right ver- 
tebral artery with moderate intimal artheromato- 
sis of all the cerebral vessels. 

Recent clinical studies emphasize the import- 
ance of early recognition of the syndrome of in- 
termittent obstruction of the vertebral arteries. 
Long-term anticoagulant therapy apparently re- 
lieves the symptoms and may be of value in the 
prevention of a crippling or fatal thrombosis of 
the basilar arterial system. 
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Editorials 


NEW PRESIDENT-ELECT 


It is with deep regret that the Council has re- 
ceived the formal resignation of Dr. Carl B. Drake 
of St. Paul as President-elect of the Minnesota 
State Medical Association. 

Dr. Drake was elected to the post after many 
years of distinguished service to the organization, 
first as its secretary and then for thirty-four years 
as editor of this journal. He is relinquishing this 
office for which he was chosen by the House of 
Delegates last May, because of a serious recent ill- 
ness and on the advice of his physician. 

We all know that he would have made a fine 
president. Every member of the Association will 
concur in the wisdom of his decision, however, no 
matter how disappointing it may be. Every mem- 
ber will also join with the officers and councilors 
in wishing for him a complete and speedy recovery 
and the resumption of all of the duties of an active 
and useful life. 

The By-laws of the Association place the respon- 
sibility for filling a vacancy upon the Council in 
cases like this one. In view of the fact that it is 
the turn of Ramsey County, by custom and prece- 
dent, to nominate the President-elect, the matter 
was referred by the writer, as Chairman, to the 
Councilor of the Fifth District, Dr. John P. Medel- 
man of St. Paul. 


Dr. Medelman was requested to confer with the 
men of his district about a successor to Dr. Drake. 
The Council then unanimously selected Dr. Ben- 
jamin B. Souster of St. Paul as its own choice and 
the choice of the Fifth District to take office im- 
mediately as President-elect of the Association and 
to become President on January 1. 

It is certainly unnecessary to make any exten- 
sive introduction of Dr, Souster to members of 
this Association. He has been secretary of the 
organization without interruption since 1938. He 
has hundreds of friends among men in practice 
here and elsewhere, and he has been faithful to 
every obligation connected with his office. Inci- 
dentally, he also has an accumulation of informa- 
tion about every phase of Association work which 
is indeed unique. 

We all regret that it was necessary for Dr. 
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Joun F. Briccs, M.D. 
ArTHuR H. WEL Ls, M.D. 
Henry G. Moenrine, M.D. 


Drake to resign his office, and we know the Asso- 
ciation has lost a great deal as a result of his 
retirement from office. But we may consider our- 
selves fortunate, too, that a man like our long- 
time secretary was available when he was needed 
to fill the place. 

C. L. Opprcaarp, M.D. 

Chairman of the Council 


THE FUTURE OF BLUE SHIELD 


A pertinent and timely article on Blue Shield 
appears in this issue of MINNEsoTA MeEpicINnE. It 
was written by Dr. Louis H. Bauer of New York, 
a past president of the American Medical Associa- 
tion and Chairman of the Board of Trustees of 
United Medical Service, Inc. 


Especial attention is called to the article here, 
because Dr. Bauer has brought up a number of 
matters which are of concern to medical societies 
everywhere. Among them is the important mat- 
ter of medical participation and medical support. 

If Blue Shield plans are to meet the urgent 
needs of these times, they must have the active and 
enthusiastic co-operation of all doctors—of gen- 
eral practitioners and of specialists, of the men in 
the rural districts and the urban districts. The 
doctors, themselves, must have a voice in the 
policies of the plans and a personal knowledge of 
objectives. Such co-operation is indispensable to 
the quality of service delivered under the plan. 
It is also indispensable if medicine in America is 
to avoid the imminent threat of government in- 
tervention in the care of the sick. 

Dr. Bauer’s paper was presented at a Con- 
ference of Blue Shield Plans in April, 1958. It is 
reprinted in its entirety in this issue, and every 
doctor who is interested in Blue Shield is urged 
to read it in full. 


PRE-INVASIVE CARCINOMA 
OF THE CERVIX 


Virtual elimination of cancer of the cervix as 
an important cause of morbidity and mortality is 
the challenging possibility offered to the medical 
profession. We presently possess the knowledge 
and the relatively uncomplicated diagnostic and 
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therapeutic tools to detect and treat carcinoma of 
the cervix when it is limited to the epithelial layer 
and is potentially curable. The basic development 
which stimulated this heartening advance in man- 
agement of neoplastic disease of the cervix was the 
discovery that isolated malignant cells observed 
in cytologic spreads exhibit characteristics which 
distinguish them, more or less unequivocally, from 
benign cells. The work of Papanicolaou and his 
co-workers, published early in the last decade, led 
to numerous investigations and abundant confir- 
mation of the value of the cervical cytologic smear 
in detection of cancer of the cervix, invasive as 
well as pre-invasive. 

Maximal utilization of the diagnostic potentials 
of the cytologic smear involves continuing effort 
in two directions: one, to create greater under- 
standing by physicians of the problems incident 
to the use of the smear and the treatment of car- 
cinoma in situ; and two, to foster in the female 
population an appreciation of the desirability of 
routine periodic pelvic examination, including a 
cytologic smear. 

It cannot be overemphasized that carcinoma in 
situ is a disease which is detected only by the 
pathologist, and that adequate treatment of the 
lesion depends on accurate guidance of the sur- 
geon by the pathologist. Smears must be tech- 
nically satisfactory. Biopsy material must be ade- 
quate in amount. It is apparent that proof of the 
presence of carcinoma in situ and, conversely, of 
the absence of invasive carcinoma, depends upon 
meticulous examination of a specimen of the cer- 
vix obtained by cold-knife conization. Not only 
must the pathologist determine the presence or 
absence of invasion, he must also ascertain the 
lateral limits of the lesion, meaning how far it 
extends up the endocervical canal or whether the 
adjacent vaginal wall is involved. Punch biopsies 
never afford sufficient material to support a valid 
opinion, nor is it deemed wise to excise the entire 
uterus prior to definitive histologic study, lest one 
unexpectedly encounter an invasive lesion more 
appropriately treated with irradiation. 

A recent review of a large series of patients 
with carcinoma in situ treated at the Mayo Clinic 
yielded clinical data of some interest. The ages 
ranged from nineteen to seventy-seven years, and 
the majority (96 per cent) were or had been 
married. Only 16 per cent presented complaints 
which might have called attention to the cervix, 
and in 42 per cent a positive or suspicious cervical 
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smear was the sole indication for biopsy of the 
cervix. More than 15 per cent of the patients 
were suspected or proved to have carcinoma in 
situ before their admission to the clinic, indicat- 
ing the widespread attention being given by the 
medical profession to the detection of early malig- 
nant lesions. 


Simultaneous involvement of the vaginal wall is 
one of the rare but troublesome difficulties which 
can be encountered in carcinoma in situ. It was 
recognized at operation in nine cases and was 
satisfactorily managed by excision of an additional 
segment of vaginal cuff. However, in two cases 
in which lateral extension of the carcinoma in 
situ was overlooked, invasive cancer was found 
six and ten years later. In two additional cases, 
carcinoma in situ of the vaginal vault was dis- 
covered subsequent to hysterectomy for carcinoma 
in situ of the cervix. In one of these, only cellular 
dysplasia and basal-cell hyperactivity were present 
in the vaginal cuff at the time of the initial opera- 
tion. ‘ 


A variety of treatments has been directed at 
carcinoma in situ. In all probability, limited 
treatment such as cauterization after biopsy done 
in the office can cure many of these early cancers. 
However, this procedure does not permit defini- 
tion of the extent of the lesion and hence must be 
considered inappropriate. There is little disagree- 
ment at present that simple hysterectomy, done by 
either the vaginal or abdomial route, with preser- 
vation of the ovaries, is adequate to cure Car- 
cinoma in situ provided the vaginal incision is 
proved to circumscribe the lesion. However, more 
conservative measures occasionally are appropriate 
in the woman less than thirty or thirty-five years 
old who wishes to preserve her fertility. Conization 
has offered a rational method of treatment of such 
patients, provided rigid adherence to certain safe- 
guards is maintained. These include: (1) under- 
standing by the patient and her husband of the 
nature of carcinoma in situ and of the risk in- 
volved in conservative therapy; (2) desire of the 
patient for future pregnancy, and (3) insistence 
on periodic cytologic examination of the cervix 
after treatment. Although it is to be expected that 
an occasional recurrence will arise, none is known 
yet in the Mayo Clinic series of about thirty such 
cases. Admittedly, there is vigorous opposition by 
some gynecologists to any form of treatment com 
sisting of less than hysterectomy, and we agree 
that the latter procedure presently represents the 
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routine which should apply to the majority of 
patients. 


When major surgery is contraindicated because 
of the presence of other serious disease, the appli- 
cation of radium has proved to be satisfactory. 
The major disadvantage of treatment with radium 
is that diagnosis usually is based on the results of 
punch biopsy; hence, invasive carcinoma might 
not be ruled out. 


The success of any technique for mass detec- 
tion of unsuspected disease depends on the ease 
and accuracy of the test used and on its applica- 
tion to as large a proportion as possible of the 
eligible population. The cytologic smear has 
proved to yield a number of false negative and 
false positive readings sufficiently low to make it 
a satisfactory test. Although the smear can be 
prepared from cellular material aspirated from the 
vaginal pool, present evidence indicates that op- 
timal results are obtained from examination of 
surface scrapings obtained directly from the cervix. 
Thus, the responsibility for obtaining smears lies 
with physicians and cannot routinely be delegated 
to nurses or technicians. 


In few localities has mass application of the 
smear test been attempted. The major reason 
that most smear programs have been limited in 
scope is the relative lack of physicians, pathologists 
and trained technicians to obtain and process the 
smears. Furthermore, women are not yet suffi- 
ciently well informed generally to demand annual 
pelvic examination, including the taking of a 
cervical smear. Publicity in the lay press has led 
to sporadic requests for such examination, but no 
widespread, sustained program has evolved. Dili- 
gent and persistent effort on the part of physicians 
and of interested lay groups will be required, it 
such a program is to develop. Promotional and 
educational material must be designed to combat 
apathy without arousing unjustified anxiety, and 
the examination must be readily available to as 
many women as possible. 


There are valid reasons for the assumption that 
widespread diagnosis and treatment of carcinoma 
in situ of the cervix will result in a significant de- 
crease in invasive carcinoma of this structure, 
provided patient and physician alike utilize fully 
our present knowledge. 


ELIZABETH Mussey, M.D. 
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ACID-FAST MICROORGANISMS OTHER 
THAN TUBERCLE BACILLI 


From student days, one remembers that the 
distinguishing feature of Mycobacterium tubercu- 
losis is its acid-fastness. The instructor demon- 
strated slides of “positive sputum” to show the 
tubercle bacilli stained red with fuchsin. The 
student even made smears of sputum and applied 
the Ziehl-Neelsen stain. The microorganisms 
were easily seen as red rods on a blue background. 
What the student may not have known is that 
he was actually staining a nonpathogenic variety 
of Mycobacterium which the instructor had added 
to an otherwise normal sputum. The harmless 
species of Mycobacterium which was used cannot 
be distinguished microscopically from the tubercle 
bacillus. Instead of learning a specific stain for 
tubercle bacilli, the student actually learned a 
technique for staining acid-fast bacteria of which 
Mycobacterium tuberculosis is a relatively uncom- 
mon representative. There are innumerable bac- 
teria which have a tinctorial and morphologic re- 
semblance to tubercle bacilli. 

The Ziehl-Neelsen stain has been.widely used 
for seventy-five years. It is an important aid in 
the diagnosis of tuberculosis. However, it should 
be recognized that the characteristic of acid-fast- 
ness is not at all associated with virulence. There 
are in nature many nonpathogenic varieties of 
acid-fast bacteria which greatly outnumber those 
that are known to cause disease. 

Of the many mycobacteria which can be cul- 
tured from various sources only a few well-defined 
species are usually pathogenic for man. Those 
recognized at present are Myobacterium tuber- 
culosis, Mycobacterium ulcerans and Mycobacteri- 
um balneit. The latter two may be soil or water 
microorganisms that are occasionally found to 
cause lesions of the skin. In addition a few 
poorly defined groups of Mycobacterium are oc- 
casionally isolated from or associated with lesions 
such as the so-called Mycobacterium kansasii or 
“yellow bacillus.” The status of this group as a 
pathogen is not clear. 

Mycobacterium spp. are of interest to medical 
microbiologists not only because they resemble 
tubercle bacilli morphologically, but also because 
they have, as do tubercle bacilli, a relatively great 
resistance to acids and alkalies. As a result the 
microorganisms are found as contaminants in 
routine cultures made for tubercle bacilli. Some- 
times they may be in pure culture in such prepara- 
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tions; they may even accompany tubercle bacilli 
in cultures of exudates. 

The soil appears to be a rich source of Myco- 
bacterium spp. In one study, acid-fast bacteria 
were isolated from each of 100 specimens of soil 
selected from places not frequented by animals 
or man. They were obtained from widespread 
regions in the United States that represented great 
variation in geographic and climatic conditions. 
The common occurrence of Mycobacterium spp. 
in soil accounts for their presence on vegetation 
and consequently their constant presence in the 
gastrointestinal tract of herbivorous animals. The 
microorganisms readily find their way into dairy 
products. In the early studies on tuberculosis of 
cattle, attempts were made to detect tubercle ba- 
cilli in milk by staining for acid-fast bacilli. The 
presence of Mycobacterium spp., later called 
“milk bacillus” or “butter bacillus,” created ob- 
vious difficulties since the organisms are morpho- 
logically like tubercle bacilli. 

Contamination of foodstuff and water by acid- 
fast bacteria from the soil accounts for the com- 
mon presence of these organisms in gastric con- 
tents. Staining of gastric washings to detect tu- 
bercle bacilli is of questionable value because 
Mycobacterium spp. cannot be differentiated from 
tubercle bacilli. Of considerable importance is 
the frequency with which Mycobacterium spp. in 
gastric washings appear in cultures made to detect 
tubercle bacilli. When molds, spore-forming bacil- 
li, or diphtheroids appear as contaminants on 
cultures prepared for tubercie bacilli, they are 
discarded as annoying. But when the contamin- 
ants are acid-fast—as they frequently may be— 
some thought is given to the possibility that they 
may have etiologic significance for no reason ex- 
cept that they are acid-fast. 


In laboratories, acid-fast bacteria have been 
found in tanks used for disti!!ed water, in table- 
top dust, in rubber hoses attached to water taps, 
and even in water bottles used for preparing 
the Ziehl-Neelsen stain. It is enlightening to 
read the account of a study on blood cultures of 
tuberculous patients in which it was found that 
some of the culture tubes had rapidly growing 
chromogenic acid-fast bacilli that failed to infect 
guinea pigs. A great deal of work was done 
with these microorganisms before it was finally 
concluded that they had no significance as related 
to the patients. In the same laboratory acid-fast 
bacteria were cultured from water taps. Had the 
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cultures been contaminated with any other kind 
of microorganism, nothing would have been 
thought of it except that it was an indication of 
poor bacteriologic technique. But when the con- 
taminants were acid-fast, the possibility of their 
significance was considered seriously. __ 

It is of great convenience to use such a simple 
procedure as the Ziehl-Neelsen stain to detect 
tubercule bacilli. However, it should be borne in 
mind that the characteristic of acid-fastness is 
shared by a large number of microorganisms found 
in nature. Only a few species of Mycobacterium 
are known to cause disease in man but all of them 
should be studied thoroughly. We need to know 
how readily to differentiate pathogenic from non- 
pathogenic acid-fast bacteria. We need to know 
whether or not certain soil microorganisms may 
find residence in and cause disease in man or 
animals. We need to know whether or not cer- 
tain soil microorganisms can cause sensitivity to 
tuberculin. These and other gaps in our infor- 
mation about Mycobacterium spp. must be filled. 


ALFRED G. Kartson, D.V.M., Ph.D. 


VARIOUS ENVELOPES OF PRACTICAL 
USE TO THE PHYSICIAN 


There are many types of envelopes which can 
be useful to the physician. Envelopes can be help- 
ful in eliminating errors in addressing, speed de- 
livery, reduce postage and procure prompt re- 
plies. They can help locate and identify, collect, 
preserve and protect. In short, a planned system 
of envelope usage results in convenience, safety 
and economy for the physician and his staff. 

Historically, the envelope has long played an 
unglamorous but effective role. In such early 
civilizations as those of Babylon and Egypt, an 
important factor of organization was the means of 
recording and sending messages. Indeed, the Baby- 
lonians, whose letters were scribed on tablets of 
clay, developed the first known kind of “enve- 
lope’—a sort of piecrust roll of clay to wrap 
around and protect the baked-clay message inside. 

However, the envelope as we know it today did 
not come into general use until various nations 
began introducing cheap and efficient postal com 
munication after 1840. Until then, postal sys 
tems everywhere had been uncertain and expensiv? 
to use. 

Usually, when envelopes are mentioned, ont 
thinks of the standard business envelopes (siz 
634 and 10). These envelopes can be used to mail 
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bills, statements and announcements. A smaller 
envelope (size 614) is also frequently used as a 
reply envelope enclosed with a bill or statement 
to encourage prompt payment. 

The statement envelopes are also available in 
the window style which saves the user the trouble 
and time of typing addresses on the envelope when 
such addresses are already typed on the letter- 
head, bill or statement form. In a busy office, 
this enables the nurse to have more time to 
assist the doctor. 

The use of business reply envelopes with state- 
ments has helped make payment more prompt and 
is appreciated by patients as an added conveni- 
ence. 

The most widely used envelopes are gummed 
and require moistening to seal properly. However, 
the Self Seal envelope, which seals without moist- 
ening, is finding wider use each year. It is easy 
to seal, more sanitary, and appeals to people who 
want a minimum of mess in getting out the mail. 
It is a handy envelope to use in offices where nurses 
and receptionists do the mail between visits from 
patients, or when they have a few free moments. 

Drug envelopes (214 x 3% inches) have long 
been used by physicians. The latest type of drug 
envelope is not gummed. It has a snap-fastener 
which can easily be closed and opened time after 
time or pill after pill after pill. The snap- 
fastener pill envelope is relatively new but be- 
cause of its reclosure feature is becoming widely 
used. It is available with or without a window. 
The window style enables the patient easily and 
sanitarily to count the pills or capsules remaining 
in the snap-fastener envelope. 

Sterilization envelopes come in a variety of 
sizes for the sterilization of needles, gauze, syringes 
and surgeons’ gloves. The envelopes for dry ster- 
ilization are made from either sterilization blue 
glassine or rag-content, acid-free paper. For wet 
(steam) sterilization, the high rag-content, acid- 
free paper envelope is used. Hospitals, naturally, 
are the biggest users of sterilization envelopes. 
Their convenience for handling during steriliza- 
tion and protection after sterilization makes them 
useful to every physician. 

For filing or mailing of letters, reports and x- 
rays, there are three styles of envelopes known 
as the Columbian letter and legal envelopes. For 
filing, there is the extended tab style, made with 
ungummed flap either with or without a string 
and button fastener. For mailing, there is the 
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heavily gummed deep flap style in both letter and 
legal size. 

There are also film and negative pockets which 
are protectors for x-ray films and negatives. These 
are made in either single or double pocket style. 

The use of the proper envelope can help save 
time, increase efficiency and, in general, facilitate 
office procedure for the physician and his staff. 

The Washington, D. C. Post Office Building, 
when it was built years ago, had engraved on it 
the following inscription which you, too, may find 
interesting : 

THE MISSION OF THE ENVELOPE 


Carrier of news and knowledge, 

Instrument of trade and industry, 

Promoter of mutual acquaintance, 

Of peace and good will among men and nations. 


Messenger of sympathy and love, 
Servant of parted friends, 
Consoler of the lonely, 

Bond of the scattered family, 
Enlarger of the common life. 


Tuomas A. HENRY 
United States Envelope Company 


EDUCATIONAL TELEVISION 
Teaching by Television 


Before there were educational television stations, 
many serious statements were made to the effect 
that television was a medium suitable only for en- 
tertainment and that it would be impossible to 
teach anyone anything at all through this medium. 
Equally serious statements were made to the effect 
that television might prove to be the greatest aid 
to education since the invention of the printing 
press and movable type. If the latter statement 
has not been fully demonstrated as yet, it is in- 
controvertibly true that the former has been fully 
disproved. It is possible to teach, by means of 
television, school children, college students, and 
adults. It is possible to teach, most effectively, a 
bewildering variety of subjects. Perhaps the most 
astonishing result of all this is that in perhaps one 
third of all the experimentation done, it appears 
that those taught by television do better work than 
those taught in the conventional way, while in 
almost no cases do those taught by television do 
inferior work. 


The normal method of preparing these research 
projects has been to divide a large group by the 
“matching pairs” method into two groups. Each 
person in the group to be taught in the classroom 
is matched by age, sex, I.Q., socioeconomic status, 
amount of schooling, grades in previous schooling 
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and many other factors, with his equivalent in the 
group to be taught by television. Then using the 
same teacher, same textbooks and the same ma- 
terials, one group is taught in the classroom in the 
conventional way, the other by television. 


Kumata, of Michigan State University, has 
done an abstract and analysis of some seventy-one 
such controlled experiments. In twenty-four of 
these experiments, those taught by television did 
significantly better work than those taught in the 
conventional way. In none. did the television stu- 
dents do significantly worse work. Subject matter 
in these and other experiments ranged quite literal- 
ly from A for Accounting to Z for Zoology. Num- 
bers involved ranged from small groups of fifty or 
so up to experiments by the Army which included 
thousands of participants. Geographically, experi- 
ments have taken place all over the United States 
and Canada. Subject matter has included not 
only lecture material but laboratory work in 
physics, home nursing techniques, typewriting, 
piano playing and other manual skills. Science, 
the Humanities, the Arts, Modern Languages and 
vocational skills all can be, and have been, taught 
successfully by television. Moreover, in such 
measurements as have been made for both reten- 
tion and recall over varying periods of time, tele- 
vision students seem to be at no disadvantage. 


Experiments have been performed in television 
teaching in the elementary grades and in univer- 
sity graduate schools with apparently excellent re- 
sults at both levels. One of the most significant 
(and least publicized) of these continuing experi- 
ments is that going on at the University of Texas’ 
Dental College at Houston. Here the entire first 
two years of the three years of training are done 
by closed-circuit television, with complete suc- 
cess according to the Dean of the College. Indeed, 
the Dean once told the writer that the experiment 
was so successful in an educational sense that, even 
if it cost twice as much as conventional instruc- 
tion, he would still insist that the television train- 
ing be retained. In fact, of course, very substan- 
tial economies in both money and teaching time 
are being realized. 

To sum up this particular section, let these 
points be made very clear. First, a very large 
amount of research on teaching by television has 
been done and an even larger amount is now in 
process. Second, almost without exception this 
research indicates that television teaching is at 
least as effective as conventional methods of in- 
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struction and in many cases shows a marked su- 
periority. Third, most educators involved in this 
experimentation become enthusiastic supporters of 
teaching by television. Fourth, the quality of in- 
struction does not suffer from this method and 
may actually improve as a result of it. Finally, the 
economic and social consequences of teaching in 
this way may be of tremendous importance to the 
educational future of our country. 

Joun C. ScHWARZWALDER 


BIRD MIGRATION 


Among the earliest recorded observations of 
natural history phenomena are those of bird mi- 
gration. Primitive man saw in the departure of 
the birds a sign of the beginning of fall and win- 
ter and greeted their return as the harbingers of 
spring. Migration is mentioned several times in 
the Bible, in the writings of Homer, Hesiod, 
Aristotle, Pliny, and others. Indeed, some of 
the “observations” of Pliny, in part compiled from 
Aristotle, have persisted down to the present day. 
One of these, the hibernation of swallows, crops 
up periodically in quasi-scientific literature. It 
has no basis in fact, yet probably because the 
winter home of the chimney swift—which is not 
a swallow though often mistaken for one—was 
unknown, this very plausible explanation of their 
disappearance each fall readily gained credence, 
engaging the support of such reputable scientists 
as Linnaeus, Buffon, and Cuvier.* 

Throughout the ages, the enigma of bird migra- 
tion has attracted the attention of the world’s 
most famous scientists. However, detailed and 
exact study of the periodic movements of birds 
is the product of more recent times. 

Several theories have been advanced to explain 
the migrations of birds. Without going into de- 
tails, it appears quite evident that no one of them 
is adequate to explain migration in all its myster- 
ous aspects. Some of the factors that are certainly 
involved in the yearly movements of birds are: 
(1) available food, (2) suitable nesting sites, and 
(3) climatic conditions. At first sight, it might 
seem that available food would be a universal 
factor in migration, yet there are numerous ex 
amples of a species starting out on their periodic 
journey and leaving areas of adequate food sup- 
plies. Upon arriving at their destination, they 
starve to death or lead a precarious existence for 





*The winter home of the chimney swift was discov 
ered in 1944, 
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several weeks in a region of meager food supplies. 
The early arrival of the horned lark can hardly 
be explained on a basis of either suitable nesting 
site or climatic conditions. Unseasonable weather 
frequently results in the loss of their first breed- 
ing efforts. Being primarily a weed seed eater, 
the bird finds poor gleaning where the ground 
is completely covered with snow. Nor is a snow- 
covered field a site that would stimulate com- 
petitors. 

Most migrations take birds between a northern 
summer (breeding) home and a more southern 
winter home. Some birds, such as the blue jay, 
might migrate not at all or only a’short distance; 
others, such as the Arctic tern, may fly as much 
as 25,000 miles in their yearly perigrinations, It 
is the still-unsolved problem of orientation that 
has most intrigued both the serious student of 
birds and the more casual bird watcher. 
of the theories that attempt to explain the extra- 
ordinary orientation ability of birds gives a wholly 
satisfactory answer. It seems probable that num- 
erous factors may be involved since different birds 
solve the problem in different ways. Visual clues, 
orientation to the sun’s position, an electro-mag- 
netic sense, sensitivity to infrared, companionship 
of older birds are inadequate explanations for 
some, or many species. The causal stimulus for 


None 


the migratory urge is likewise the subject of several 
unsatisfactory theories. ‘The Northern Ancestral 
Home Theory, the Southern Ancestral Home The- 
ory, and the Theory of Photoperiodism in com- 
bination or singly leave too many unanswered 
questions to be acceptable generalizations. 

Man continues to probe for the answer to the 
tiddle of bird migration by means of the various 
techniques at his disposal: banding, hormone in- 
jections, regulation of light quality and quantity, 
alteration of metabolic rate, et cetera. As slowly 
and painstakingly he puts together the fragments 
of his search, the phenomenon of bird migration, 
with its tantalizing precision, brings to modern 
man as to primitive man, the thrill and hope of 
the earth’s spring awakening. 

SisTeER St. Mark Wirtz, M.S. 


THE PREFERENCE QUESTION 
Electrical Industry 


What is “preference,” that word you hear so 
often among people in the electric industry? This 
country was founded on rules that are the opposite 
of “preference” . . . usually we talk about the idea 
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of equality for all. But on federal statute books, 
the law says that “preference in the sale of . . . 
power shall be given to...” 


And who do you think is on the “preferred” 
list? Is it people with brown eyes who live on 
streets with odd numbers? No, the law says that 
preference in the sale of government-produced 
power shall be given to the electric systems of co- 
operatives, municipalities and other groups that 
do not pay normal taxes or operate under the 
careful regulations which apply to electric com- 
panies like ours. 


These “preference” laws make the customers of 
an investor-owned electric company “low man on 
the Totem pole” when it comes to buying elec- 
tricity produced at a federal project. The cus- 
tomer of an investor-owned electric company pays 
taxes like everybody else—and then some. He 
pays his own electric taxes, and those of people 
in the “preferred class” as well. 


Eighty per cent of the American people -are 
served by these investor-owned electric companies. 
Yet—hbecause of the preference laws—these 80 per 
cent are discriminated against in the distribution 
of power produced by the United States projects 
their tax dollars built. There’s nothing new about 
preference in the sale of federal power. 


By 1933, preference was in full bloom. The 
Tennessee Valley Authority was directed by law 
to give preference in the sale of power to “state, 
counties, municipalities, and co-operative organ- 
izations of citizens or farmers not organized or 
doing business for profit.” The language of the 
law put investor-owned companies in line for 
federal power only after the co-ops and similar 
groups had received their allotments. And—it put 
the federal government into the power business 
with both feet. 


Fortunately, however, it is not too late to re- 
move this strange word “preference” from Amer- 
ican lawbooks. The job can be done if tax-paying 
electric companies and their employes will explain 
what preference is all about. Americans are great 
believers in fair play and in majority rule. Prefer- 
ence violates both. 

Why, the people will want to know, should 


134,400,000 Americans be taxed to provide sub- 


sidized federal power for a favored minority of 
33,600,000 “preference customers?” 


Don UNDERWOOD 
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WHO PRACTICES MEDICINE? 


Do you think that just because you are the only ones who have an M.D. after 
your names that you are the only ones who practice medicine? You are not. 
Everyone who can read and write and talk is practicing medicine. What is your 
patient doing when he passes your prescription on to his friends? What is the 
visitor in the hospital doing when he tells your patient about his Uncle Joe who 
had symptoms “just like yours, and he was dead in a week,” or tells him, “That 
is not the way MY doctor does it”? 


What is the patent medicine company doing which advertises its medicine as being 
good for indigestion, heart burn, gas, and bunions? What does the barber do 
when he rubs dandruff remover on your scalp? What does the chiropractor do 
when he rubs your back? What about the shoes which relieve backache and the 
salesman who puts in arch supports as an extra? 


Then there is the “reflexologist” who presses and twists feet for everything 
from pituitary troubles to constipation. And is it not practicing medicine when 
“high colonic irrigations” are given, as advertised in some of the papers? Who is 
practicing medicine when your patient goes to the drug store and buys one of the 
thousand and one laxatives she can find there, or gets a preparation for “feminine 
hygiene”? What is it when the fat man buys a girdle (called a brace) which 
not only holds his stomach in for him but relieves his backache—“Look trim, take 
years off your age” is the sales pitch in this case. “Pink pills for pale people” is a 
classic. 


And how do you feel when you mildly suggest cool packs for a high fever, 
only to find the next day that Aunt Sally thought that hot packs were better, so 
the family used hot packs and the patient promptly recovered? Surely the popular 
magazines and some of the popular columnists are practicing medicine, not to 
mention the medical columnists in the daily paper. Why is it difficult to put 
eggs in a reducing diet? Because a ladies’ magazine published an article stating 
that eggs contain cholesterol and so increase arteriosclerosis. Even the Wall Street 
Journal puts vaccination against colds on its front page. 


This type of mostly personal, partly public practice of medicine has always been 
present. It is one of the inalienable rights of mankind—perhaps the pursuit of 
happiness. Some people are harmed by it, but many are happier with it. What 
are Doctors of Medicine to do about it? The best solution is to recognize that this 
type of practice, like the weather, will always go on. When things go wrong, 
sick people have always finally come to a physician. They probably always will. 
When they do come, the physician must recognize that his is the position of real 
trust. No matter what has gone before, he must appreciate the inherent dignity 
of the individual and treat the patient as he is. The physician cannot hold back 
from his position of trust, he can only try to pick up the pieces and try to get them 
back together. The patient is not always right, but he is always human and is 
always worthy of absolutely the best we can give. If we can always give the very 
best, and always as to a person worthy of respect, then the foibles of the people 
remain in their proper place, and medicine will always retain the respect it deserves. 


/Yoatio Kpfowee teed 


President, Minnesota State Medical Association 
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DOCTOR VOLUNTEER LAG FACES 
DRAFT BOARD CHECK 


Physical examinations for a token number of 
draft vulnerable physicians may be ordered by 
selective service in the near future. 


The purpose of this gesture is to get more of 
this group to volunteer for medical corps com- 
missions and early medical duty. Up to the mid- 
dle of September, only 400 of the current crop 
of interns had informed the Defense Department 
of their willingness to begin active service next 
year. The quota is 1,000. A greater degree of 
success was experienced by the Pentagon on 
applications for deferment to embark on resi- 
dency training. In only two major specialties— 
otolaryngology and psychiatry—did the demand 
fall below supply of billets offered by Army, Navy, 
and Air Force. Although the September 15 dead- 
line is past, interns may still submit requests for 
commissions and active duty, but the longer they 
wait, the slimmer will be their chances of donning 
uniforms on the date of preference. 


HEALTH INSURANCE GROWTH FOR 
SENIOR CITIZENS INCREASING 


The number of older aged persons with health 
insurance is growing at a much faster rate than 
the senior citizen population itself, according to 
a newly published survey by the Federal Gov- 
ernment, 


A June, 1958, study of the U. S. Department 
of Health, Education and Welfare reports that 
a greater percentage than ever before of the older 
aged population is now protected by voluntary 
health insurance plans. 


The senior citizen population is increasing at a 
rapid rate. Today, there are nearly 15 million 
Americans who are sixty-five years of age or over. 
This figure is expected to rise to 21 million persons 
by 1975. 

The government study shows that the number 
of Americans sixty-five and over increased by 
13 per cent from March, 1952, to September, 
1956, while the number of senior citizens covered 
by health insurance went up 56 per cent. These 
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figures do not include persons in institutions, such 
as homes for indigent care. 

The growth trend held true over the 1952- 
1956 span for each age bracket among older per- 
sons. Thus, the number of persons in the sixty- 
five to sixty-nine age bracket increased by 7 per 
cent, while the number of insured grew by 40 per 
cent. In the seventy to seventy-four age class, the 
total population went up 15 per cent and the 
insured increased 68 per cent. The number of 
persons seventy-five years old and over climbed 
18 per cent, while the insured portion of that 
age group rose by 87 per cent. 

The government study also pointed out that 
26 per cent of the population in their senior 
years, or one out of every four persons aged sixty- 
five and older had health insurance in March, 
1952. By September, 1956, this proportion had 
climbed to better than one out of. every three 
(37 per cent). 

In recent months, top U. S. medical and in- 
surance spokesmen have drawn attention to the 
need for more adequate health insurance coverage 
for senior citizens. 

Dr. F. J. L. Blasingame, Executive Vice Presi- 
dent of the American Medical Association, said last 
May that financing health care for our older age 
population was the major problem which volun- 
tary health insurance and medicine must solve 
jointly. 

Morton D. Miller, Chairman of the Health 
Insurance Council, a federation of insurance as- 
sociations, last August stated that “the extension 
of coverage for our senior citizens’ was one of 
two major. problems facing health insurance. He 
listed rising medical costs as the other. 

Health insurance is being extended to more 
and more older persons in a variety of ways. 

One method is by permitting workers to contin- 
ue their insurance under group policies (usually 
available through the place of employment or 
union sponsorship) after retirement, or to convert 
their group coverage to an individual policy. 
Another is the issuance of new insurance to groups 
of older persons and to individuals at advanced 
ages. 

Still another is a type of health insurance that 
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becomes fully paid up for life at age sixty-five, 
thus enabling the policyholder to pay for his pro- 
tection during his younger, more productive years. 


SEX AND LONGEVITY 


The life expectancy at birth for women, in 
1956, was more than six years higher than for 
men. The age adjusted mortality rate for men, 
9.6 per 1,000 population, exceeded the correspond- 
ing rate for women by over 50 per cent. This bet- 
ter record for women results from the more 
rapid decline of their mortality since 1900, rather 
than from any increase in the death rate among 
men. While the death rate for men dropped 
from 1900 to 1956 by almost one half, the cor- 
responding decline for women was much larger 
—just under two thirds. The mortality differen- 
tial between the sexes is now wider than at any 
time in the history of this country. 

So states a recent issue of the Health Informa- 
tion Foundation’s monthly publication, Progress 
in Health Services. 

Excess mortality in men is characteristic of near- 
ly all leading diseases, but the widening of the 
differential, to a considerable extent, has been 
associated with a shift in the leading causes of 
death, from the communicable diseases at the 
turn of the century to the degenerative diseases 
today. 

Causing an excess mortality in men of 11 per 
cent in 1900, heart disease after 1920 was re- 
sponsible for a steady increase in the differential, 
reaching 78 per cent by 1955. Mortality from 
heart disease among men is currently more than 
twice the rate for women over the entire age 
range of thirty-five to sixty-nine. 

The highest excess of male deaths among lead- 
ing causes occurs among accidents, It is greatest 
—over 500 per cent—at the age range of from 
twenty to twenty-four. This excess cause of male 
deaths has declined steadily since 1900, largely 
due to the drop in fatal work accidents which take 
male lives almost exclusively. 

The cards are evidently stacked against the 
male population, since the stillbirth rate for male 
infants is 12 per cent higher than for female, 
and disparity rises to almost 30 per cent in the 
neonatal death rate within twenty-four hours after 
birth. 

Diabetes mellitus is the only major disease in 
which the age adjusted mortality rate is higher 
for women than for men, the death rate for this 
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disease being over 35 per cent higher for women 
than men. 


These differences exist in all segments of the 
population and are greater in larger population 
centers. If current trends continue, women in the 
United States will outnumber men by 138 to 100 


by 1975. 


UMW SAVES MONEY BY RESTRICTING 
FREE CHOICE 


The United Mine Workers Welfare and Re- 
tirement Fund in its annual report claims savings 
of $1,448,909.97 compared with 1956-57 as the 
result of policy limiting payments to “physicians 
and hospitals whose. services are determined .. . 
to be necessary and essential . . .” 

A reduction of 2.4 per cent in these expendi- 
tures was being effected without constricting eligi- 
bility coverage while medical care and hospitali- 
zation costs were going up. During the fiscal 
year ended June 30, 1958, the outlay totaled $58,- 
136,684.16. 

Without explicit mention of policy differences 
with organized medicine, the annual report stated: 

“Since the Trust Fund procedures limiting Fund 
payments to physicians and hospitals necessary and 
essential in providing authorized Fund services became 
effective, Fund experience shows that the great majority 


of physicians understand fully the Trust Fund’s position 
and desire to co-operate.” 


CHIROPRACTIC CLIMBS VA 
BANDWAGON 


Chiropractic received a shot in the arm at the 
recent American Legion national convention in 
Chicago. Seventeen state delegations put in reso- 
lutions calling on Veterans Administration to 
recognize and pay bills of chiropractors to whom 
beneficiaries may go for treatment, in their exer- 
cise of “free choice.” 

Supporters of chiropractic, in a roll-cal]l vote, 
marshaled 929 votes against 2,006 opposing rec- 
ognition. The seventeen states sponsoring resolu- 
tions represented an aggregate of 1,201 votes, but 
many delegates abstained from voting or acted 
independently (total delegate strength was 3,057 
at the 1958 convention). 

Observers believe that while American Legion 
endorsement of chiropractic would not be decis- 
ive, as far as VA recognition is concerned, the 
cult has enough supporters in Congress to exploit 
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a boost given by as influential a body as the 
Legion. 

There is the possibility that this issue may be- 
come a bargaining point, or a sort of secret weap- 
on tending to forestall or blunt further attacks 
by AMA on provision of medical benefits to vet- 
erans with non-service-connected disabilities. 


Hospitalization of Veterans Reaches 
All-Time High 


In addressing the convention, VA Administra- 
tor Sumner G. Whittier left no doubt that hos- 
pitalization of veterans (two-thirds of whom are 
non-service-connected cases) is at an all-time high 
and continuing upward. Sample statistics, all 
breaking old records: 

Patients in hospital—111,000 

Doctors, nurses and other staff personnel—147,000. 

Sum being spent this year for in-patient care— 
$717 million 


Sum spent last year for maintenance and repair— 
$44 million 


STEEL MAY ENTER MEDICAL 
CARE FIELD 


A system of hospitals and clinics comparable 
to that of the United Mine Workers is expected 
to receive strong consideration by the United 
Steel Workers of America. 

Appointment of a committee to investigate the 
feasibility of this project was authorized at the 
Union’s recent national convention in Atlantic 
City. 

UMW’s Welfare and Retirement Fund is fi- 
nanced by mine operators’ 40-cents-a-ton contri- 
bution. A parallel program for steel workers would 
also be paid for in full by the employers. At 
present, they share equally with labor the cost of 
health insurance premiums. 


FEDERAL DISABILITY PAYMENT 
APPEALS INCREASING 


A sharp rise in the volume of appeals from 
applicants denied Social Security benefits has been 
teported by the Social Security Administration. 
Most of the appeals appear to be based on the 
disability section enacted two years ago. 

During the past two years, the Social Security 
Administration staff of referees has quadrupled. 
Under this provision, a person determined perma- 
nently and. totally disabled may start drawing 
at age fifty the social security payments to which 
he otherwise would be entitled at sixty-five. 
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A still larger increase in appeals is expected 
after next January 1, because of a new law that 
makes dependents of disabled workers eligible for 
payments, which they were not under the earlier 
law. An important cause of the increased appeals, 
according to Acting Social Security Commissioner 
William Mitchell is a misunderstanding of the 
law on the part of applicants. Many of them 
believe that if their impairments keep them from 
their usual jobs, they are entitled to benefits. 
Explains Mr. Mitchell: 


“The main test . . . is not what kind of work a 
disabled person can do but whether he can do a sub- 
stantial amount of work of any kind. . . . Where a 
person’s disability is not sufficiently severe to meet the 
explicit requirements of the socal security law, the 
claim must be disallowed.” 


SOCIAL SECURITY PAYMENTS FOR 
MEDICAL CARE SOARING 


Vendor payments approaching $30 million were 
made to the nation’s physicians, hospitals, phar- 
macies and other suppliers of services to men, 
women and children receiving social security bene- 
fits in July, 1958. This is disclosed in latest re- 
ports of Social Security Administration. 

Health care of the aged accounted for approxi- 
mately $14 million. Persons on relief comprised 
next largest group, $7,087,000. Next in order: 
Aid to dependent children, $4,335,196; aid to 
permanently disabled, $2,489,639; aid to blind, 
$459,289. 


States with largest outlays for medical care 
vendor payments are: New York, Illinois, Cali- 
fornia, Massachusetts. 


NEW AGING PROGRAM ANNOUNCED 
BY AMA 


A promise of more useful and productive lives 
for the aging population has been made by the 
American Medical Association’s Committee on 
Aging. 

This assurance was given to a medical society 
planning conference in Chicago as part of a two- 
fold program of individual and community action 
to achieve these ends. 


In summarizing three years of concentrated 
activity in the field of aging, the committee placed 
great stress on individual action. ; 


“The major scourges of aging man are largely the 
result of faulty diet, flabby bodies from poor hygiene, 
excessive fatigue, and aimless living.” 
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The role of the community in helping the aging 
was outlined by Dr. Frederick C. Swartz, Lansing, 
Michigan, committee chairman, in a six-part pro- 
gram. Designed to supplement individual health 
plans, the program calls for: 


Stimulation of a realistic attitude toward aging 
by all people. Extension of effective methods of 
financing health care for the aged. Expansion 
of skilled personnel training programs and im- 
provement of medical and related facilities for 
older people. Promotion of health maintenance 
programs and wider use of restorative and re- 
habilitative services. Amplification of medical and 
socio-economic research in problems of aging. 
Co-operation in community programs for senior 
citizens, 


Dr. Swartz said: 


“It is the duty and responsibility of the state and 
county medical societies to study the situation of the 
aging population in their own states. 

“The panorama is rapidly changing and if the 
state and national committees on aging work hand 
in hand, we may find an answer for many situations 
before they become problems.” 


The American Medical Association hopes these 
programs will provide a foundation upon which 
a “new world of aging,” reaffirming the worth 
and responsibilities of individual and family, can 
be built. 





TRAUMA TO THE LIVER 


(Continued from Page 760) 
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MINNEAPOLIS MAN SENTENCED TO EIGHT- 
YEAR PRISON TERM ON ABORTION CHARGE 


Martin P. Schmit, fifty-two, stood trial on September 
24, 1958, before the Hon. D. E. LaBelle, Judge of 
the Hennepin County District Court on a charge of 
abortion, a criminal complaint against the defendant 
having been signed by a representative of the Minnesota 
State Board of Medical Examiners. The victim, un- 
married, thirty-four years old, testified that she called 
the defendant shortly after she had missed her menstrual 
period in June, 1958, and arranged with him to perform 
the abortion the evening of June 27, for the sum of 
$350. The woman stated that Schmit appeared at 
her apartment that evening and aborted her by the 
use of a speculum and probe. Two Minneapolis de- 


tectives testified that they were watching the defend- 
ant’s apartment and followed him to the woman’s apart- 
ment, When the defendant was observed departing 
from the apartment house, he was taken into custody 
and numerous medical instruments plus $369 were found 
on his person. A resident doctor from Minneapolis 
General Hospital then testified that from his examina- 
tion of the woman the day following the abortion, he 
determined she was pregnant and that there was evi- 
dence of some trauma to the cervical lip indicating 
forceps marks. 


Schmit took the witness stand in his own behalf and 
admitted he went to the woman’s apartment but stated 
that after he had opened her up with a speculum he 
found that she was not pregnant and did nothing 
further to abort her. Schmit admitted that he had 
performed some twenty abortions over the years and 
that he had one prior felony conviction for abortion. 
The defendant further admitted that none of the in- 
struments found in his possession the night of June 27, 
were used in his trade as a tool and die maker. After 
the closing arguments were made by the attorneys, 
Judge LaBelle charged the jury as to the law in the 
case and the jury, after deliberating for some fifty 
minutes, brought in a verdict of guilty of the crime 
of abortion. 


The defendant, who has no medical training whatso- 
ever, appeared before Judge LaBelle on September 29, 
1958, at which time he entered a plea of guilty to 
the charge of one prior felony conviction, having re- 
ceived a four-year prison sentence for abortion in Hen- 
nepin County District Court on March 17, 1949. 
Schmit was then questioned by Judge LaBelle where- 
upon the defendant stated that he is unmarried and 
was born in South Dakota on January 5, 1906. Schmit 
said he has lived at 1500 Park Avenue, Minneapolis, 
since 1951 and that he had purchased his medical in- 
struments many years ago from the estate of a deceased 
physician in Watertown, South Dakota. Judge LaBelle 
then adjudged the defendant guilty by his conviction 
and by his plea of guilty to the prior conviction and 
sentenced him to be confined at hard labor in the State 
Prison at Stillwater until discharged by law or compe- 
tent authority. Inasmuch as the defendant had one 
prior felony conviction, he will be imprisoned for 4 
term of up to eight years. 
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done Totals 113 78,205 | 1,723 2.2% 
for a 














*It must be remembered that the above figures refer only to clinically apparent heart disease known to the companies. 
The actual prevalence of heart disease is undoubtedly much higher than 2.2 per cent. 
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Questions 3 and 4.—How many employes had heart 
attacks on the job in 1957; how many off the job in 
1957? 

In a sample of 76,930 employes, four out of five heart 
attacks occurred off the job. The incidence of heart 
attacks in this population occurring on and off the job 
was approximately the same. This is based on the as- 
sumption that the employes averaged forty hours on the 
job per week. 
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TABLE III. 
Number of companies reporting 112 
Number of employees represented 76,930 
Total number of heart attacks in 1957 402 
Number of heart attacks occurring off the job in 1957 316 (80%) 
Number of heart attacks occurring on the job in 1957 86 (20%) 








Question 5.—To your knowledge, how many heart at- 
tacks which occurred on the job in 1957 were fatal? 
Question 6.—How many employes who had heart at- 


tacks on the job in 1957: (a) applied for compensation? February, 1958, only five claims were awarded com. 
(b) received compensation? pensation. 
TABLE IV. 


(Employees Represented 76,930) 


Eighty-six heart attacks occurred on the job in a sam. 
ple of 76,930 employes. Only ten (11.6 per cent) 
Workmen’s Compensation cases were filed and as of 








Number of Heart Attacks 
on the Job in 1957? 


Number of Workmen’s Compensation 
Cases Resulting from Heart Attacks 
on the Job in 1957? 


Number of Workmen’s Compensation 
Cases Awarded for Heart Attacks 
on the Job in 1957? 





Total Fatal Cases Number 


Percentage Number Percentage 





86 20 10 











11.6% 5 £0% of cases filed* 











*Some cases may still be pending. 





Question 7.—How many employes who had heart at- 
tacks on or off the job in 1957 returned to work? 

At least 65 per cent of the employes who recovered 
from a heart attack have returned to their former place 


TABLE V. 
(Employees Represented 76,930) 


of employment. If there were a significant number of 
these cases which were fatal but not reported as such, 
the percentage of survivors returning to work would be 
greater. 








Heart Attacks On and Off the Job 
in 1957 Minus* Known Fatalities 


Number of Employees That Have 
Returned to Work After Having 
a Heart Attack? 


Percentage of Employees That 
Returned to Work After Recovering 
From a Heart Attack? 





370 


At least 65% 





*We did not ask for fatalities due to heart attacks occurring off the job. However, many companies included these 


fatalities in answering the questionnaire. 
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Question 8.—How much time was lost (in weeks) due 
to heart disease in 1957? 


In 1957, 4,127 weeks were lost because of heart ds 
ease in a sample of 68,514 employes. 


TABLE VI. 








No. of Employees 
(At Present) 


Companies 
Reporting 


Employees With Known Heart Disease 
(At Present) 


Time Lost Due to Heart Disease 
(1957) 





68,514 





97 | 
| 


1,610 


4,127 weeks 








In 1957, 4,127 weeks were lost because of heart disease in a sample of 68,514 employees. 
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Question 9.—What provisions are made for returning 
employes to the job after recovering from a heart attack 
or stroke? 

(a) Selective placement to fit physical ability 

(b) Employe given suitable job if available 

(c) Employe usually returns to old job after recovery 

(d) Employe must seek employment elsewhere after 

a heart attack 
(e) Other, please specify 
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Nearly 50 per cent of the companies represented either 
selectively place the returning cardiac employe or return 
him to his former job. Only 2.6 per cent of companies 
surveyed state the employe would have to seek employ- 
ment elsewhere. Checking of provisions a and c varied 
with size of company. The larger companies (over 500) 
used these provisions 65 per cent of the time, and smaller 
companies (under 500), 47 per cent of the time. 






































TABLE VII. 
(Employees represented 110,000) 
Number of | Per Cent of Company Size 
Provision(s) Companies | Companies 
Using Using Under 100- 300- 500- 1,000- Over 
Provision Provision 100 299 499 999 5,999 5,000 
a 22 19% 3 6 4 3 5 1 
b 18 16% 2 8 5 2 1 0 
ce 30 26% 3 12 4 5 5 1 
d 3 2.6% 1 1 1 0 0 0 
e 9 7.8% 3 5 1 0 0 0 
ab 11 9.6% 1 ao 1 3 1 1 
ac 9 7.8% 0 1 1 3 3 1 
be 6 5.2% 1 1 1 0 3 0 
abe 5 4.2% 0 1 1 2 1 0 
abed 2 1.8% 1 1 0 0 0 0 
Totals | 115 } 15 40 | 19 18 19 4 
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Question 10.—What is the policy of the company to- 
ward hiring a person who is known or found to have 
heart disease when he seeks employment? 

(a) Regularly hired 
(b) Occasionally hired 
(c) Seldom hired 
(d) Never hired 
(e) Other, please specify 


Nearly 60 per cent of the companies represented 
seldom or never hire persons with known heart disease. 
The smaller companies, under 500 employes, were some- 
what more reluctant to hire persons with known heart 
disease than companies of over 500 employes. 


TABLE VIII. 


























Number of Policy Checked in Question X 
Size of Company Companies 
Reporting A C D E 
Under 100 15 1 3 2 2 
100-199 28 0 2 5 10 11* 
200-299 14 1 1 6 4 2 
300-499 19 0 4 6 4 2 
500-999 15 1 4 | 4 | 5 1 
1,000-1,999 13 0 4 4 3 2 
2,000-4,999 6 1 2 1 1 1 
5,000-9,999 2 0 0 2 0 0 
Over 10,000 2 0 0 1 1 0 
Totals 114 4 20 31 | 37 22 
A ; | E 
Percentage of reporting companies using each policy 3.3% 17.7% 27% 32% 20% 
| 

















*The majority of these companies have not had a person with known heart disease seek employment with them. 





Question 11.—In your opinion, which of the following 
are important causes of reluctance toward hiring em- 
ployes with known heart disease? 

(a) Lack of a suitable job 

b) Low productivity of employe with heart disease 

(c) Absenteeism of employes with heart disease 

(d) Physical demand of job is greater than physical 

ability of employe with heart disease 
(e) Employes with heart disease are unsafe workers 
(f) Workmen’s Compensation liability 
(g) Company sponsored sickness and accident insur- 


ance or sick leave liability 
(h) Other, please specify 


The two greatest causes for reluctance toward hiring 
persons with heart disease are (1) physical demands of 
the job are greater than the physical ability of an em- 
ploye with heart disease and (2) lack of suitable job. 
Workmen’s Compensation liability and group insurance 
and/or sick leave liability ranked third and fourth re- 
spectively. 


TABLE IX. 
(Employees Represented 100,000) 








Causes of Reluctance Toward Hiring Cardiacs 
(By Order of Significance) 
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Question 12.—Why, in general, do you believe your luctance toward hiring persons with known heart dis- : 
first choice in Question 11 is the greatest cause for re- ease? | 
du: 
be 
TABLE X. hal 
an¢ 
Size of Number of The Greatest Causes of Reluctance Toward Hiring Persons with Heart Disease, Co: 
Company | Companies By Order of Significance and Company Size thi 
1. It is felt that the type of work available would exceed the physical and emotional per 
capabilities of a person with heart disease. . 
2. Past experience with or the fear of incurring expense in terms of Workmen’s Com- dise 
pensation and Group insurance claims. b de 
0-199 35 3. No means of evaluating what a person with heart disease can safely do in relation to g 
available jobs. : for 
4. The time and cost of training is too excessive to take a chance on hiring a person with 
heart disease. J 
5. The “Labor pool” and seniority rule necessitate a policy of beginning new employees 
on the harder jobs. assc 
1. It is felt that the type of work available would exceed the physical and emotional an 
capabilities of a person with heart disease. ver 
2. Fear of Workmen’s Compensation risk, because Industrial Commission will favor ‘ 
200-299 9 employee. ; hs are 
3. People, in general, do not know enough about heart disease and the capabilities of a h 
person with heart disease. : A the 
4. Because of the seniority rule, new employees must begin in active jobs requiring high fast 
physical demands. d 
“3 an 
1. It is felt that the type of work available would exceed the physical and emotional 
capabilities of a person with heart disease. corr 
2. Risk of incurring expense through Workmen’s Compensation and Group insurance the 
300-499 16 claims, particularly Group life insurance. 
3. Because of the seniority rule, new hires must begin on more difficult jobs. can) 
4. High number of handicapped people already in industry reduce flexibility of operation. occt 
1. Liberal Group insurance, Workmen’s Compensation, and sick leave benefits are be- else 
coming quite costly to industry. : 
500-999 14 2. Absenteeism would be too great. fere 
3. Fear employee would not justify employment investment. 
4. It is felt that the type of work available would exceed the physical and emotional mos 
capabilities of a person with heart disease. dise 
1. Risk of incurring expense through Workmen’s Compensation and Group insurance. the 
Liability for a cause of death beyond the employer’s control. d 
2. It is felt the type of work available would exceed the capabilities of a person with heart en 
1,000-4,999 16 disease. 
3. Lack of job placement or means of properly evaluating what a person with heart T 
disease can do. 
4. Because of the seniority rule, new hires must begin on more difficult jobs. curr 
1. Risk of incurring expense through Workmen’s Compensation and particularly Group worl 
Over 5,000 3 life insurance become quite the problems. the 
2. New employees must begin on harder jobs. : 
sligh 
diffe 
I 
tion 
I an 
tion 
Question 13.—How much was paid out in 1957 of is found that group insurance claims and sick leave Wor' 
disability or death due to heart disease which occurred benefits for CVD exceeded Workmen’s Compensation f ‘8"¢ 
in your employes? ; : by 36 times. Group insurance and sick leave claims f OCccu 
(a) In Workmen’s Compensation claims? for approximately one sixteenth of the total non-agri- § chro: 
(b) In sick leave or group insurance claims? cultural work force in Minnesota exceeded the total econ: 
If $15,000 is allowed for Workmen’s Compensation Workmen’s Compensation claims paid for cardiovascu- cause 
claims paid for CVD and for cases still pending, it lar disease in a one-year period (1956-1957) by 3 times “ih 
ar 
In 
TABLE XI. Perso 
sion 
Com; 
Number of Total No. Employees A B the ; 
Size of Companies of With Known eC i 
Company Reporting Employees Heart Workmen’s Comp. | Group Insurance ten \ 
Diseases Claims* and Sick Leave “ ht 
" 
Under 100 12 673 7 0 Ke ns 
100-199 23 3,378 32 0 $ 40,080.81 nly 
200-299 13 3,249 43 0 17,630.73 samp 
300-499 16 6,085 119 0 52'813.37 I 
500-999 13 8,163 111 $4,515.00 52,813.37 one y 
1,000-1,999 11 14,051 156 0 91,387.09 l 
2,000-4,999 3 8,227 620 0 202,263.47 also 
Over 5,000 2 19,800 415 0 88,000.00 belies 
Totals 93 63,626 1,503 $4,515.00 $544,988.84 hiring 
*A few Workmen’s Compensation cases are still pending final action. However, the total Workmen’s Compensation On 
awarded will probably not exceed $15,000 in a sample of this size. insur: 
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The survey of “Cardiovascular Disease in In- 
dustry” brings out several factors which must 
be considered in developing a program on re- 
habilitation of heart and chest patients, First, 
and foremost, is the problem of Workmen’s 
Compensation liability. It appears that some- 
thing is lacking in our present Workmen’s Com- 
pensation laws in relation to non-occupational 
diseases. How can non-occupational, particularly 
degenerative diseases, be judged by laws designed 
for occupational disabilities? 


It is reasonable to infer that an injury is job- 
associated when a man has a finger amputated in 
a machine he is operating. ‘The accident occurs 
very quickly, and we can assume that chances 
are the same injury would not have occurred if 
the employe had been somewhere else. In similar 
fashion, a heart attack can occur just as quickly 
and dramatically on the job. But, here the 
comparison between the amputated finger and 
the heart attack ends. In many instances, one 
cannot say that the heart attack would not have 
occurred if the employe had been somewhere 
else. We are now dealing with two entirely dif- 
ferent situations. The myocardial infarction, in 
most instances, is the end result of pre-existing 
disease of months’ or years’ duration. In contrast, 
the finger amputation is the end result of a sud- 
den accident. 


The survey showed eighty-six heart attacks oc- 
curred on the job and 316 occurred away from 
work. With correction for time spent on and off 
the job, heart attacks were found to occur at a 
slightly greater frequency away from work. The 
difference, however, is not statistically significant. 


I do not wish to imply that a man’s occupa- 
tion has no effect on his cardiovascular system. 
I am implying that we cannot judge the associa- 
tion between job and heart attack under present 
Workmen’s Compensation laws which were de- 
signed for something else. Until such a time 
occurs when laws are devised to cope with 
chronic degenerative diseases, the fear of the 
economic risk to the employers will be a major 
cause of reluctance toward hiring a person with 
heart disease. 


In analyzing the reasons listed for not hiring 
persons with heart disease, one gets the impres- 
sion that the economic loss through Workmen’s 
Compensation claims is quite great. However, 
the actual figures do not bear this out. Only 
ten Workmen’s Compensation cases resulted from 
eighty-six heart attacks occurring on the job, and 
only five received compensation payment in a 
sample of 76,930 employes. This certainly makes 
one wonder whether the impression is justified. I 
also wonder whether many companies actually 
believe this is a major cause of reluctance toward 
hiring cardiac persons. 


_ On the other hand, the fear of incurring group 
Msurance and sick leave claims seems more war- 
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ranted. Assuming $15,000 will be paid out for 
Workmen’s Compensation claims in our sample 
of employes, payments for sick leave and group 
insurance benefits will exceed this amount by 
thirty-six times. Maybe the added fringe bene- 
fits are partly responsible for the low number 
of Workmen’s Compensation cases resulting from 
heart disease. 


A relatively high percentage (65 per cent) of 
workers were found to return to their former 
place of employment after recovering from a 
heart attack. Almost one half of these employes 
returned to their former job. In many instances, 
an employe, who has recovered from a heart at- 
tack, has a much better chance of returning to 
his former place of employment than a person 
with heart disease who seeks new employment in 
the same company. Almost 60 per cent of the 
companies surveyed never or seldom hire a person 
with heart disease. 


The survey also shows that two of industry’s 
major causes of reluctance toward hiring a person 
with heart disease are: (1) the physical demands 
of the job are greater than the physical ability 
of the employe with heart disease, and (2) lack 
of a suitable job. These two causes are directly 
related. It is often difficult for companies to 
put employes with heart disease into special jobs 
for several reasons. It is even harder for com- 
panies to determine just what are the physical 
and emotional capabilities of a cardiac worker 
in relation to available jobs. The prospective 
worker is then viewed as a risk to the company 
in terms of Workmen’s Compensation, company- 
sponsored insurance and sick leave plans, and 
time and expense of training. 


This brings out the need for a method of 
evaluating, as objectively as possible, the physical 
and emotional abilities of a worker with heart 
disease. It is also necessary, at the same time, 
to ascertain what type and how much work this 
employe can do without jeopardizing himself 
or his employer. Such a means of evaluation, 
in combination with revised Workmen’s Com- 
pensation laws, would be a major step in putting 
persons back to work and in reducing the fear 
of economic risk involved in hiring a person with 
heart disease. 


Other obstacles brought out in the survey to- 
ward hiring and placing handicapped persons 
are: The “labor pool” and/or seniority rights. 
Some companies stated they have little control 
over placement of a new employe after he is 
hired. New employes often must begin on the 
more active and physically difficult jobs. For this 
reason, companies believe the risk of hiring a 
person with heart disease is too great. 


Seniority rights also influence placement of per- 
sons returning to work after recovering from a 
heart attack in many industries. If the worker 
cannot return to his old job, he may have trouble 
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being placed because of insufficient longevity with 
the company. This is particularly true in smaller 
industries which do not have a variety of suitable 


jobs available. 


The fear of incurring Workmen’s Compensa- 
tion and group insurance claims is believed to be 
one of the major causes of reluctance toward hir- 


ing persons with cardiovascular disease. 


The 


Minnesota Department of Health, with the co- 
operation of several insurance companies and 


the Minnesota Industrial Commission, has heen 
able to gather factual data on this subject. 


A. Group Sickness and Accident Insurance 


An analysis of 718 consecutive group sickness and 
accident claims for cardiovascular disease in Minnesota 
(1956) is given in Table A. 


In 485 of the 718 claims, the occupation or depend- 
ency status of the claimee was known. Approximately 
33 per cent of the claims were due to cardiovascular 
disease occurring in dependents. The greatest number 





























TABLE A 
No. of | Average Cost Per Cent of Per Cent of Total 
Type of Cardiovascular Disease Claims Per Claim Total Claims Amount Paid 
for CVD in CVD Claims 
Arteriosclerotic heart disease 
(50% myocardial infarction) 241 $591.00 33.5% 47.5% 
Varicosities 141 220.00 19.6% 10.2% 
Heart failure and heart disease (type?) 65 334.00 0% 7.2% 
Thrombophlebitis 62 286.00 8.6% 5.9% 
Hypertension 60 250.00 8.3% 4.3% 
Cerebral vascular disease (strokes) 52 812.00 7.2% 14.5% 
Arrhythmias 45 253.00 6.2% 3.8% 
Rheumatic fever and rheumatic heart disease 30 365.00 4.6% 3.7% 
Congenital heart disease 19 448.00 2.6% 2.8% 
Pericarditis 3 174.00 4% 1% 
Total 718 100.0% 100.0% 
TABLE B 


Compensation Cases Arising from Cardiovascular Disability or Death. Cases Closed During 
Two-Year Period 6/55-6/57 in State of Minnesota 


























Type of Case Number Compensation Medical and Funeral 
‘ai Hospital 
Permanent total disability 2 
Compromised 2 $ 11,066.00 $ 1,219.00 = 
Fatal 61 258,405.00 9,250.00 $27,690.00 
Not disputed 5 45,000.00 a= 1,250.00 
Compromised 56 213,405.00 9,250.00 26,440.00 
Temporary, exceeding one week disability 52 42,965.00 22,786.00 — 
Not disputed 8 2,393.00 1,329.00 — 
Compromised 44 40,572.00 21,457.00 — 
Totals 115 $312,436.00 $33,255.00 $27,690.00 
Grand totals—6/55-6/57—$373,381.00 











TABLE C 


Cardiovascular Disease Diagnosis: Physically Impaired 
Employees Registered in Compliance With the 


Second Injury Clause 

















Type of Cardiovascular Disease (CVD) No. |Percentage of 
f Cases Disability 

Hypertension and hypertensive heart disease 467 42.0% 
Arteriosclerotic heart disease 

Coronary disease 38 

Angina pectoris 22 20.0% 

Coronary insufficiency 34 

Myocardial infarction 124 
Heart disease (type unspecified ) 164 15.0% 
Varicosities 90 8.0% 
Rheumatic fever and rheumatic heart disease 52 4:7% 
Cerebral vascular disease (strokes) 34 3.0% 
Thrombophlebitis 15 1.3% 
Heart failure (cause unknown) 15 1.3% 
Heart murmurs 14 1.3% 
Generalized arteriosclerosis 10 9% 
Valvular heart disease (type unspecified) 10 9% 
Arrhythmias 8 .8% 
Myocarditis 6 6% 
Congenital heart disease 2 2% 
Total cardiovascular disabilities 1105 100.0% 
Total disabilities, all types 4057 
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of dependent’s claims were filed as a result of varicosi- 
ties, thrombophlebitis, rheumatic fever, and congenital 
heart disease. 


Several thousand group sickness and accident claims 
were analyzed in this study and it was found that 
cardiovascular disease accounts for about 5 to 10 per 
cent of all group sickness and accident claims. 


B. Group Life Insurance (Analysis of 393 Group life 
claims) 


While cardiovascular disease made up only 5-10 per 
cent of Group sickness and accident claims, it accounted 
for 45 per cent of Group life claims in this study. 70 
per cent of the deaths due to cardiovascular disease 
were due to arteriosclerotic heart disease, primarily 
myocardial infarction. 


C. Workmen’s Compensation 


All Workmen’s Compensation claims which were 
awarded for cardiovascular disease in the State o 
Minnesota were reviewed for a two-year period, June, 
1955 to June 1957. The results of this review at 
given in Table B. 
to June, 


During a one-year period (June, 1955 
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WOMAN’S AUXILIARY 


1956), diseases of the heart and circulation made up 
0.22 per cent of the total Workmen’s Compensation 
clams awarded, and these diseases accounted for 1.1 
per cent of the amount paid in Workmen’s Compensa- 
tion claims. 


In compliance with the second injury clause of 
Workmen’s Compensation laws, adopted in 1957, physi- 
cally impaired employes are registered with the Minne- 
sota Industrial Commission. Approximately 4,000 con- 
secutive disability registrations were studied to find 
how many of these disabilities were the result of cardio- 
vascular disease. Table C includes a breakdown of the 
various types of cardiovascular disease. 


Cardiovascular disease accounted for 27 per cent of 
the 4,057 registered disabilities. 
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AUXILIARY ACTIVITIES FOR 
AMA MEETING LISTED 


The Interim Clinical meeting of the AMA will be held 
December 2, 3, and 4, in Minneapolis. Mrs: Karl W. 
Anderson, Minneapolis, is general chairman of arrange- 
ments for the auxiliary activities in connection with this 
event. 

A hospitality and registration table near the Mayfair 
room in the lobby of the Leamington Hotel will be 
available for all visiting wives. 

The following events have been arranged: 

Tuesday, December 2, 2:00 to 4:00 p.m., a tea will 
be held at the American Swedish Art Institute with 
Mrs. Richard Lindquist in charge. 

On Wednesday, December 3, at 9:30 a.m., there will 
be a brunch in the Minnesota room at Donaldson’s, 
Southdale. Chairman of arrangements is Mrs. O. L. 
Norman Nelson. 

A luncheon on Thursday, December 4, at 12 noon, 
has been planned by Mrs. John S. Milton. Following 
this luncheon, Mrs. L. R. Boies has arranged a tour of 
the Betty Crocker Kitchens at General Mills. 

Mrs. Underwood, national auxiliary president, and 
Mrs. Gunnar Gunderson, wife of the president of the 
AMA, will be our guests on ‘Tuesday and Wednesday. 


“SAISON DE COLOUR” IS 
OUTSTANDING SUCCESS 


Mrs. Rodney F. Sturley, President of the Ramsey 
County Medical Auxiliary, welcomed a sellout audience 
to the luncheon-fashion show September 17, at the St. 
Paul Hotel. 

Beautiful fashions were presented by Field-Schlick’s 
and modeled by members of the Auxiliary and profes- 
sional models. Decorations and fall centerpieces were in 
keeping with the theme “Saison de Colour.” 

Mrs. Walter A. Carley was general chairman for a 
very successful and well-received show. 

The fashion show is an annual event sponsored by 
the Ramsey County Medical Auxiliary for the benefit 
of the Philanthropic Fund. It is the only fund-raising 
project of the year. Funds raised are used for the 
American Medical Education Foundation, campships for 
local under-privileged children and medical scholarships 
at the University of Minnesota. 


RENVILLE-REDWOOD COUNTY NOTES 


Auxiliary members attending the School of Instruc- 
tion at the Biltmore Motel in Minneapolis from Ren- 
ville-Redwood County were Mrs. S. F. Ceplecha, Red- 
wood Falls; Mrs. Robert Pierce, Renville; Mrs. Donald 
Metz, Buffalo Lake; Mrs. Wm. Diessner, Redwood Falls, 
and Mrs. J. A. Cosgriff, Olivia. 
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MINNESOTA BLUE CROSS-BLUE SHIELD 


The Blue Shield report for the first eight months 
of 1958 shows that participant subscribers used 
their contracts far more often than during the 
same period of 1957, or any previous year. In- 
creases are apparent in every category of service 
for which allowances are provided by the Blue 
Shield contract. 

The number of strictly medical services for 
which Blue Shield provided allowances the first 
eight months of this year exceeded by more than 
13 per cent the number of such services provided 
allowances during the same eight months of last 
year. The number of surgical services increased 
12 per cent while the number of obstetrical serv- 


for the much greater increased use of the contract 
shown above. 

Blue Cross payments to hospitals during the 
first eight months of 1958 totaled $22,315,898, 
This amount provided 888,981.6 days of hospital 
care to 144,961 participant subscribers. 

The frequency of subscriber usage of Blue Cross 
benefits continues at the record breaking level 
experienced since the last quarter of 1957. The 
number of cases paid to date this year represents 
510 cases per year per 1,000 contracts, or more 
than one out of every two Blue Cross contracts 
in effect have incurred benefits. This represents a 
4.7 per cent increase over the Blue Cross experi- 


CASES PER YEAR PER 1000 BLUE CROSS CONTRACTS 


(8 month comparison) 
1955 1956 1957 1958 _ 














Yl; 


76 


aoe 


OBSTETRICS 


fly, 


aa i a 8 


SURGERY 


148 


MEDICAL 


—_ 


234 254 264 285 











1955 1956 1957 1958 


The chart above shows the reasons for increases in 
incidence based on a four-year comparison of the first 
eight months of each year. 


ence during the same period of the previous year. 

In addition to increased usage of benefits, Blue 
Cross subscribers hospitalized are staying 0.1 of a 
day longer than last year at this time. The over 
all average hospital stay this year is 6.1 days per 
case compared to 6.0 days experienced during the 
same period of the previous year. As a result 
of increased usage and longer average hospital 
stay per case, the 3,128 Blue Cross days paid 
per year per 1,000 contracts during the first eight 
months of 1958 is 6.7 per cent higher than our 
experience of the previous year. 

Year to date averages of the number of days 
paid per year per 1,000 contracts indicate 
creases as shown in the accompanying chart. 


ices increased only 4 per cent. However, the num- 
ber of all other types of services combined, which 
includes diagnostic x-ray, anesthesia, endoscopy, 
consultation and x-ray and electroshock therapy, 
increased 32 per cent. Considering all services, 
Blue Shield made allowances during the first eight 
months of 1958 for approximately 17 per cent 
more services than the same eight months in 1957. 

To illustrate better the increased use of the 
contract by participant subscribers, it should be 
noted that, between September 1, 1957, and Au- 
gust 31, 1958, the number of participant sub- 
scribers increased 21,100, or approximately 2 per 
cent. It is readily apparent that an increase of 
2 per cent in enrollment inadequately accounts 
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when psychic 


Symptoms 





distort the picture 


Dartal helps the patient reintegrate his mental processes 


In everyday office practice as well as under hospital conditions 
Dartal is consistent in its effects as few tranquilizers are. 


Dartal promotes emotional balance 


Dartal effectively decreases or relieves emotional hyper- 
activity and psychomotor excitement. 


Dartal is unusually safe 


At a recent symposium, leading hepatologists* concluded that 
Dartal is not icterogenic or hepatotoxic. 


Dartal is effective at low dosage 


One 2-mg. tablet q.i.d. or one 5-mg. tablet t.i.d. in neuroses; 
one 10-mg. tablet t.i.d. in psychoses. 


a superior psychochemical 
for the management of both major and 
minor emotional disturbances 





- dihydrochloride brand of thiopropazate dihydrochloride 


*A Symposium on the Pharmacologic Effects of Dartal on the Liver, Chicago, Searle Research Laboratories, Feb. 7, 1958. | SEARLE | 
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NATIONAL 


AMERICAN MEDICAL ASSOCIATION, 12th clini- 
cal meeting, Minneapolis, December 2-5, 1958 


American College of Surgeons sectional meetings: 
Charleston, South Carolina, January 19, 20, 21, 1959 
Houston, Texas, February 2, 3, 4, 1959 


Vancouver, British Columbia, February 26, 27, 28, 
1959 


St. Louis, Missouri (four-day meeting; joint Nurses’ 
Sessions), March 9-12, 1959 


Montreal, Quebec (four-day meeting; joint Nurses’ 
Sessions), April 6-9, 1959 


Mediclinics, fourth annual refresher course of post- 
graduate medical education, Fort Lauderdale, Florida, 
March 2-12, 1959. (Acceptable for 32 hours of post- 
graduate study—Category I credit for American 
Academy of General Practice members). 


INTERNATIONAL 


International College of Surgeons, southeastern re- 
gional meeting, Miami Beach, January 4-7, 1959. For 
information, write to Harold O. Hallstrand, M.D., 7210 
Red Road, South Miami, Fla., chairman. 


AMA CLINICAL MEETING IN MINNEAPOLIS 
TO DRAW 3,000 PHYSICIANS 


More than 3,000 physicians are expected to attend 
the American Medical Association’s twelfth clinical 
meeting December 2-5, in Minneapolis. 

Designed to help the family physician solve his daily 
practice problems, the meeting has been planned in 
co-operation with the Minnesota State Medical Associa- 
tion and the Hennepin County Medical Society. General 
chairman of the meeting is Dr. O. L. Norman Nelson, 
Minneapolis, president of the Hennepin County Medical 
Society. Dr. N. L. Gault, Jr., Minneapolis, is the scien- 
tific program chairman. 

This is the fifth time the American Medical Associa- 
tion has met in the Twin Cities, although it is the first 
clinical session. Annual meetings were held in Minne- 
apolis in 1913 and 1928 and in St. Paul in 1882 and 
1901. 

The scientific portion of the program will be held 
in Minneapolis Auditorium, while the House of Dele- 
gates, the American Medical Association policy-making 
body, will meet at the Leamington Hotel, headquarters 
for the meeting. 

In the Minneapolis Auditorium will be 100 scientific 
exhibits prepared by physicians and the American Medi- 
cal Association Council on Scientific Assembly. Among 
them will be exhibits on medical history in Minnesota, 


Meetings and Announcements 








including information about Indian medicine and _ the 
Mayo Clinic. 

There will also be approximately 130 technical ex. 
hibits presented by pharmaceutical houses, medical 
equipment manufacturers, food processors, medical book 
publishers and other commercial organizations. 

Approximately 200 physicians will participate in lec. 
ture meetings, symposiums and panel discussions on 
such subjects as neurology and psychiatry, cardiovascu- 
lar disease, arthritis, orthopedics and various other 
medical topics. 

Approximately thirty-five medical motion pictures will 
be shown in Minneapolis Auditorium. A special feature 
will be a symposium on proctology Wednesday evening, 
December 3. Moderated by Dr. Raymond Jackman, 
Mayo Clinic, it will include three films made by Dr. 
Jackman; Dr. Malcolm Hill, Los Angeles, and Dr. 
Lawrence Abel, London, England. 

Another special feature of the meeting will be a 
trans-Atlantic conference between AMA members in 
Minnapolis and British Medical Association members 
in Southampton, England. It is scheduled for Friday, 
December 5. The British Association will be holding 
a clinical session at that time. 

Closed circuit colored television again will be shown 
to doctors attending the meeting. It will be sponsored 
by Smith, Kline and French Laboratories, Philadelphia 
pharmaceutical house. Programs originating in _ the 
Mayo Memorial Building of the University of Minne- 
sota Hospital will be shown in Minneapolis Auditorium. 
Among the topics will be cardiac by-pass, neurology, 
orthopedic problems of the extremities, and caesarian 
section. 

The General Practitioner of the Year will be named 
Tuesday morning at the opening session of the House 
of Delegates. Dr. Cecil W. Clark, Cameron, Louisiana, 
was the last recipient of the award, given annually to 
an outstanding American doctor for his medical and 
civic contributions to his community. 

Entertainment highlights of the meeting will include 
a jazz concert and a concert by the Apollo Club, the 
well known Minneapolis chorus. 

An outline of the history of Dixieland jazz and a con- 
cert will be given Tuesday evening at the Leamington 
Hotel by Doc Evans and his Dixieland band of Minne- 
apolis. 

The Apollo Club concert, sponsored by Minnesota 
Blue Shield, will be presented Thursday evening at the 
Leamington. 

The House of Delegates members and their wives will 
hold a banquet Wednesday evening. The entertainment, 
centering around the theme, “A Night in Vienna,” will 
be sponsored by the Minnesota State Pharmaceutical 
Association. 

The Women’s Auxiliary to the AMA, which will hold 
no regular meetings, will sponsor a series of tours for 
physicians’ wives during the meeting. 


(Continued on Page A-52) 
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In Acne 


TUCKS 


soft cotton flannel pads saturated with 
witch hazel (50%) and glycerine (10%), 
DH about 4.6 


answers a 
dermatologic and an 
emotional need 


Cleansing, solvent, mildly astringent 
TUCKS provides a new and valuable 
therapeutic aid for the treatment of acne. 
At home in their handy jars, or at school 
in the moisture-tight plastic envelope 
provided, soothing Tucks pads promote 
the thorough skin care indispensable to 
the successful treatment of acne. 
Always ready for use, TUCKS en- 
courages cleanliness when used as finger 
shields for expressing comedones. 





(Continued from Page A-50) 


PUBLIC HEARING REGARDING REGULATIONS 
RELATING TO IONIZING RADIATION 


Whereas, ionizing radiation can be instrumental in the 
improvement of health, welfare and productivity of the 
public if properly utilized, and may impair the health 
of the people and the industrial and agricultural poten- 
tials of the State if improperly utilized, and the Board 
of Health has the statutory authority and duty to adopt, 
alter and enforce regulations for the preservation of the 
public health and thereby to control sources of ionizing 
radiation, and the handling, storage, transportation, use 
and disposal of radioactive isotopes and fissionable ma- 
terials within this State, and to observe their effect upon 
human health, it is thereby declared to be the purpose of 
the State Board of Health to secure information con- 
cerning the nature and extent of the employment of 
radiation emitting equipment and radioactive materials 
within this State, and to control or prevent dangers to 
health from ionizing radiation without limiting or inter- 
fering with the constructive uses of radiation by the 
adoption of regulations relating to these matters. 

Notice is hereby given that a public hearing of this 
matter will be held at 10:00 a.m., on November 21, 
1958, in the Auditorium of the State Office Building in 
St. Paul, Minnesota. 

Copies of the proposed Regulations are available from 
the Section of Radiation and Occupational Health, Min- 
nesota Department of Health, University Campus, Min- 
neapolis 14, Minnesota. 


MENTAL HEALTH GRANTS OFFERED 


The National Institute of Mental Health is offering 
grant support for a training program for general prac- 
titioners and other physicians engaged in the practice of 
medicine other than psychiatry. Funds are available 
during the current year (fiscal year 1959) for these 
grants, and training institutions may submit applica- 
tions at any time. 


The program has two purposes: 


1. To foster the development of postgraduate training 
in psychiatry for the practitioners who wish to increase 
their psychiatric knowledge and skills in order to be 
able to deal more effectively with the emotional aspects 
of illness generally and in order to play a more effec- 
tive role in the treatment and prevention of. mental 
illness. 

Grant support is being offered to medical schools, 
hospitals, clinics, and medical and psychiatric societies 
for the development and expansion of such postgraduate 
training in the form of courses, institutes, and seminars. 
This support does not include fees, subsistence, or travel 
for the physicians who attend. 

Physicians interested in obtaining this type of train- 
ing should apply to medical schools, hospitals, clinics, 
and medical or psychiatric societies which have, or are 
developing, such training opportunities. 

2. To provide support at an adequate level for psy- 
chiatric residency training for physicians in practice 


(Continued on Page A-56) 
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Now Available! 
1959 Physicians 
Daily Record Book 






| 
NOW IS THE TIME to order your 1959 
Daily Record book . . . the most practical 
and easy-to-use financial book for your 
medical records. 


Our Daily Record Book is simple . . . easy 
to use... enables you to keep your 
financial records, up-to-date for quick 
reference and provides a clear-cut record 
of your year's business for income tax 
reports. 

When ordering the Physicians Daily 
Record Book, specify number .. MM-1158a. 





Ay PHYSICIANS & HOSPITALS SUPPLY CO. 
ra 1400 Harmon Place, Minneapolis 3, Minnesota 
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(Continued from Page A-52) 


who wish to become psychiatrists. Training stipends up 
to a maximum of $12,000 a year are available. 

Inquiries about the program should be sent to Dr, 
Seymour D. Vestermark, Chief, Training. Branch, Na. 
tional Institute of Mental Health, National Institutes 
of Health, Bethesda 14, Maryland. 


RESEARCH GRANTS FOR STUDIES ON 
ARTHRITIS AND RHEUMATISM 


The Minnesota Chapter of the Arthritis and Rheu- 
matism Foundation. announced today the availability of 
grants totaling $16,000 for the study of the cause and 
cure of arthritis and rheumatism. 


The grants will be made from the money raised in 
the annual fund drive conducted last June. 

The Medical and Scientific Committee of the Arth- 
ritis and Rheumatism Foundation, will make the grants. 
Dr. Robert A. Good, Research Professor of Pediatrics 
in the Univeristy of Minnesota, is chairman of the 
Medical and Scientific Committee. 

Application forms for the grants, which are limited 
to the State of Minnesota, are available at the chapter 
offices, 89 South 10th Street, Minneapolis. Deadline for 
applications is January 1. 


CONTINUATION COURSES 


The University of Minnesota announces a continv- 
ation course in Fractures for General Physicians which 
will be held at the Center for Continuation Study 
from November 17 to 19, 1958. Treatment of fractures 
most commonly seen will be stressed. Guest speakers 
will include Doctors George J. Garceau, Professor of 
Orthopedic Surgery and Head of Orthopedic Depart- 
ment, Indiana University School of Medicine, Indian- 
apolis, and Fred C. Reynolds, Assistant Professor of 
Clinical Orthopedic Surgery, Washington University 
School of Medicine, St. Louis, Missouri. The course 
will be presented under the direction of Dr. John H. 
Moe, Director, Division of Orthopedic Surgery. 


* * * 


The University of Minnesota will present a contin- 
uation course in Neurology for General Physicians at 
the Center for Continuation Study on the University 
Campus on November 17 to 22, 1958. Emphasis will 
be given to common neurological problems seen in 
general practice including a review of basic neuroanat- 
omy and methods of neurological diagnosis. 

Faculty for the course will include Doctors Gilbert 
H. Glaser, Associate Professor and Chief, Section of 
Neurology, Yale University School of Medicine, New 
Haven, Connecticut; Charles A. Kane, Professor 
Neurology, Boston University School of Medicine, Bos 
ton, Massachusetts; and Donald D. Matson, Associate 
Clinical Professor of Surgery, Harvard University Medi- 
cal School, Boston, Massachusetts. 

The course will be presented under the directiom 
of Dr. A. B. Baker, Professor and Director of Neurology, 
and Dr. William T. Peyton, Professor and Director of 
Neurosurgery. The remainder of the faculty will ir 
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MINNESOTA STATE MEDICAL ASSOCIATION 
CONFERENCE ON AGING 


The Committee on Geriatrics and Chronic Illness 
of the Minnesota State. Medical Association will spon- 
sor a Conference on Aging, to be known as the Minne- 
sota State Medical Association Conference on Aging 
on Friday afternoon, December 5, 1958, beginning at 
1:30 p.m. at the Leamington Hotel in Minneapolis. 
The purpose of this meeting is to disseminate and ex- 
tend the ideas of the American Medical Association 
on this matter of aging to all of the physicians of Min- 
nesota. These ideas were recently discussed at a plan- 
ning conference held in Chicago, September 13 and 
14, 1958, and are summarized on pp. 769-771 of the 
October 11, 1958, issue of “The Journal of the Ameri- 
can Medical Association.” 


An interesting four-hour agenda is planned to attempt 
to briefly illustrate the stake physicians have in the 
problem of aging which has been described as “Medi- 
cine’s No. 1 Problem.” The meeting date is the last 
afternoon of the Clinical Meeting of the American 
Medical Association and it is hoped that at least one 
member of each of the constituent county or district 
medical societies can attend. 

The Governor’s Conference on Aging will be held at 
the Lowry Hotel in St. Paul, November 20 and 21, 
1958. Physicians interested in the problems of the aging 
are invited to attend. 


AMERICAN RHEUMATISM ASSOCIATION 
INTERIM SESSION 


The interim Scientific Session of the American Rheu- 
matism Association will be held at the Plummer Build- 
ing of the Mayo Clinic, Rochester, Minnesota, on Satur- 
day the 6th of December, 1958. All interested phy- 
sicians are cordially invited to attend. 


NEW ORLEANS GRADUATE MEDICAL ASSEMBLY 


The twenty-second annual meeting of The New Or- 
leans Graduate Medical Assembly will be held March 
2, 3, 4, and 5, 1959, with headquarters at the Roosevelt 
Hotel. 


Eighteen outstanding guest speakers will participate 
and their presentations will be of interest to both special- 
ists and general practitioners. The program will include 
fifty-four informative discussions on many topics of cur- 
rent medical interest, in addition to clinicopathologic 
conferences, symposia, medical motion pictures, round- 
table luncheons and technical exhibits. 





Following the meeting in New Orleans, arrange- 
ments have been made for a clinical tour to Mexico 
City, Guernavaca, Taxco, Acapulco and San Jose Purua, 
leaving from New Orleans on Friday, March 6 and re- 
turning on Saturday, March 21. 

Details of the New Orleans meeting and the clinical 
tour are available at the office of the Assembly, Room 
103, 1430 Tulane Avenue, New Orleans 12, Louisiana. 
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For fast, complete 


treatment of 
vaginal infections 


Problem is: she’ll wait until discomfort is acute 
and then expect immediate relief. The answer is 
Trisert. Trisert preparations contain ALLANTOIN, 
an effective debriding agent which quickly dis- 
solves heavy mucus often accompanying vaginal 
infections ... METHYLBENZETHONIUM CHLORIDE, 
a quaternary germicide which removes unpleasant 
odors... Succinic Acip, an aid in maintaining 
optimal vaginal pH ...9-AMINOACRIDINE Hy- 
DROCHLORIDE which has been included to supple- 
ment the bactericidal and trichomonacidal activity 
of other constituents. Treatment with Trisert 
Powder will control symptoms fast... usually 
within an hour...and provide effective initial 
treatment for 48 hours. After a second insuffla- 
tion, the treatment is completed with at 
home use of Trisert Tablets which will gen- 
erally bring the infection under complete 
control within 7 days. 


, Lrisert 


TRISERT TABLETS—Patient set, con- 
tains bottle of 30 tablets and special 
inserter. Bulk bottle of 100 tablets. 
TRISERT POWDER —Available in 4 
gr. individual treatment bottles. 12 
to carton. 

TRISERT POWDER INSUFFLATOR — Designed 
for use with Trisert Powder. Its use is urged for 
maximum efficiency. 
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THE ULMER) PHARMACAL COMPANY 


1400 Harmon Place e Minneapolis 3, Minn. 
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INTERPROFESSIONAL MEETING 


The Rice County Medical Society was host to the 
Rice County Dental Society and the Pharmacists of 
Rice County at a dinner meeting held at the Evergreen 
Knoll Club in Faribault, Monday, October 20. The 
total attendance was seventy-five. Dr. J. Gordon Beaton, 


: An _ President of the Rice County Medical Society, presided 

; 5 ae 3 at the meeting. Problems of mutual concern in protect. 

: e : ing the public health were discussed. Guest speaker 
CONTINUATION COURSES—1959 


were Mr. Henry Moen of the State Pharmaceutical As. 
: Medical continuation courses to be presented at the 
Center for Continuation Study, University of Minne. 


sociation and Dr. Lester Dale of the Minnesota State 
sota, early in 1959 are as follows: 


Medical Association. 
™ DERMATITIS? a January 5-7—Otolaryngology for General Physicians 


January 15-17—Newer Drugs in General Practice 
January 22-24—Surgery for Surgeons 


February 23-25-—-Cardiovascular Diseases for General 
Practice 


March 2-4—Pediatrics for General Physicians 













For further information concerning the above courses, 
write to the Director, Department of Continuation Med- 
ical Education, 1342 Mayo Memorial, University of 
Minnesota, Minneapolis 14. 





Brown & Day, Inc. 
Physicians’ and Hospital Supplies 


New Welch Allyn Rotating Anoscope 


Speculum can be rotated without moving 
handle. Entire instrument can be autoclaved 
or boiled. It fits your Welch Allyn battery 
handle. 

“Everything for the Physician” 


FOR FAST SERVICE CALL CA. 2-1843 


__ ACCELERATE THE 
RECOVERY 
PROCESS WITH 


VARIDAS! 


tee : 
LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pearl River. New York 





sroOwn & Day. Ine 


62-64 East 5th Street 
St. Paul 1, Minnesota 





*Reg. U.S. Pat. Off 
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X-RAYS 

SHOW 

HOW ONE 
PYRIBENZAMINE’ 
LONTAB’ 


relieves allergy all day or all night 


The unretouched X-ray films show how Lontabs release 
medication in the digestive tract. So that the prolonged 
erosion of the Lontab core could be visualized by X-ray, 
subject was given 10 Lontabs, each containing 100 mg. of 
a radiopaque substance in place of Pyribenzamine. 


With its unique formulation, the 
Pyribenzamine Lontab not only re- 
lieves allergy symptoms promptly, 
but sustains relief as long as 12 hours. 


Special outer shell releases 33 mg. 
Pyribenzamine hydrochloride within 
10 minutes. 


Unique core releases approximately 
18 mg. Pyribenzamine hydrochloride 
the Ist hour, approximately 50 mg. 
from the 2nd to the 12th hour. 


SUPPLIED: Pyribenzamine Lontabs — full-strength — 100 mg. 
(light blue) . 

NOW AVAILABLE: Pyribenzamine Lontabs — half-strength — 50 
mg. (light green) — for children over 5 and for adults who re- 
quire less antiallergic medication. 


PYRIBENZAMINE® hydrochloride (tripel ine hydrochloride CIBA) 
LONTABS® (long-acting tablets CIBA) 


@/2562mK% C I B A SUMMIT, N. J. 








2 hours Lontabs are in the 
stomach and small bowel. Release of 
core substance is well under way. 





4 hours Lontabs are in the ileum 
and cecum as core has steadily eroded. 





8 hours _Lontabs are still visible as 
substance of core continues to be released. 











In Memoriam 


SILAS C. ANDERSEN 


Dr. Silas C. Andersen, of Minneapolis, died Septem- 
ber 28, 1958, at Fairview Hospital. He was sixty-nine 
years old. His death followed injuries which he sus- 
tained in a fall from a ladder while trimming a tree on 
his property at Deephaven, Lake Minnetonka. 

Dr. Andersen graduated from St. Olaf College, 
Northfield, Minnesota, in 1918 and served a year with 
the army engineers in France. In 1924, he graduated 
from the University of Minnesota medical school. He 
was a staff member at Fairview, St. Andrew’s and St. 
Barnabas Hospitals. He spent his entire professional 
career in Minneapolis. Dr. Andersen was a board mem- 
ber of Dana College and Santal Mission, a fellow of the 
American College of Surgeons and a member of the 
Minnesota State Medical Association, the American 
Medical Association, Central Lutheran Church and Min- 
neapolis Athletic club. 

For the past six years, Dr. Andersen had served as a 
director of the Hennepin County Medical Society. 

In August, 1956, he received the St. Barnabas Hos- 
pital Bowl award as physician of the year in Hennepin 
County. 

He was chairman of the society’s medical advisory 
committee to the county welfare board and was a 
member of the judicial council of the Minnesota State 
Medical Association. 

Dr. Andersen was the son of the founder of Dana 
College, Blair, Nebraska. 

Survivors include his wife, Agnes; a daughter, Mrs. 
Gwenyth McIntosh, Kampala, British East Africa; a 
son, Samuel, Minneapolis; a sister, Mrs. Walter Seiler, 
Glendale, California, and three brothers, Ruthven C., 
West Point, Nebraska; Anton, Swea City, Iowa; and 
Dr. Allen E., Amherst, Massachusetts. 


NEIL S. DUNGAY 


Dr. Neil S. Dungay, teacher and physician, who had 
been actively associated with the Carleton College 
faculty longer than any other person in its history, 
passed away Friday, Sept. 19, 1958, at Northfield Hos- 
pital, where he had been a patient for two weeks fol- 
lowing a cerebral hemorrhage. He was seventy-five years 
old at the time of his death. 

At the time of his retirement from Northfield’s Carle- 
ton College, he was the senior professor on the faculty, 
having served under three of the four presidents of 
Carleton. He began his services there in 1907, and con- 
tinued his active association with the college for forty- 
five years. 

At Carleton, Dr. Dungay, for a considerable time, 
was professor in the department of biology and chair- 
man of the department and subsequently director of the 
College Health Service. In later years of his long 
tenure at Carleton, he was professor of hygiene and 
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public health both as chairman of that separately or- 
ganized department and as a professor in the depart- 
ment of zoology. 

A graduate of the University of Minnesota in 1904, 
he began his long teaching career with two years as 
science teacher at the Marshall High School. Earlier, 
he taught in a rural school. In 1913, while teaching at 
Carleton, he was awarded the Ph.D. degree at the Uni- 
versity of Chicago. He was a member of Phi Beta 
Kappa, national scholarship society, and Sigma Xi, 
science honor society. He was a fellow of the American 
Association for the Advancement of Science. 

In 1925, Professor Dungay completed the necessary 
requirements for the ‘MLD. degree at the University of 
Minnesota. He did his internship at University Hos- 
pital, and was a physician in the Student Health Service 
at the University. He was elected a member of Phi 
Beta Pi, medical honor society. Dr. Dungay was also a 
member of the Rice County Medical Society, the Min- 
nesota State Medical Association and the American 
Medical Association. He was a fellow of the American 
Public Health Association and a member of other pro- 
fessional groups. 

Following the completion of his work for his M.D. 
degree, Dr. Dungay built and headed the first organ- 
ized Carleton Student Health Service. He did post- 
graduate work at the Brooklyn Institute of Arts and 
Sciences and at the University of Wisconsin. He was a 
former president of the North Central Section of the 
American Student Health Association. 

In addition, he was a past master of Social Lodge 
No. 48, A.F.&A.M., a member of other Masonic bodies 
to which he contributed much, and was honored as 
grand master of the Minnesota Grand Council of Royal 
and Select Masters. 

A member of the Minnesota National Guard, in which 
he served as private, sergeant, and second lieutenant, he 
was also an instructor in the Student Army Training 
Corps at Fort Sheridan in 1918 during. World War I. 
During World War II, he was in the Medical Procure- 
ment and Assignment Service. 

Survivors include his wife, Freda; two nephews, Her- 
bert Dungay of Chicago, Illinois, and Robert Dungay 
of Peterson, Minnesota. 


RICHARD F. HERBST 


Dr. Richard F. Herbst, a member of the medical staff 
of the Willmar State Hospital for ten years, died Oc- 
tober 5, 1958, at the Rice Hospital. He was fifty yeas 
of age. 

Dr. Herbst was born at Tripoli, Iowa, and received 
his preliminary education at the New Richland, Minne- 
sota, high school. He received his professional education 
at the University of Minnesota School of Medicine. 

He was a member of the Kandiyohi-Swift-Meeker 

(Continued on Page A-62) 
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RICHARD F. HERBST 
(Continued from Page A-60) 


County Medical Society, the Minnesota State Medical 
Association, and American Medical Association. 

Survivors include his wife, Harriet; three daughters— 
Mary Jean, Jill and Karen; two brothers, and two 
sisters. 


LEON A. WILLIAMS 


Dr. Leon A. Williams, of Minneapolis, died October 
15, 1958, at Lester Prairie, Minnesota. He was eighty. 
six years old. 

A member of the Fifty-Year Club of the Minnesota 
State Medical Association, Dr. Williams was granted 
associate membership in 1951. He was also a member 
of the Southwestern Minnesota Medical Society. 

Dr. Williams was born at Pierrepont Manor, New 
York. He was a graduate of the University of Minne- 
sota Medical School. After completing his professional 
training, he began the practice of medicine in Slayton 
and continued in that community until the time of his 
retirement in 1946. 

Survivors include two daughters, Mrs. George Jack- 
son, of Minneapolis, and Mrs. K. E. Sheffield, of Mar. 
shall; a brother, Dr. A. B. Williams, of St. Paul, and 
four grandchildren. 


HARRY MATHEW WEBER 


Dr. Harry M. Weber, a member of the staff of the 
Mayo Clinic for twenty-seven years, and head of the 
Section of Diagnostic Roentgenology in that institution 
since 1951, died October 4, 1958, in Saint Mary’s Hos- 
pital, Rochester, Minnesota. He was fifty-nine years old. 

Dr. Weber was born on June 30, 1899, at Lewistown, 
Montana. He was a student at St. John’s University, 
Collegeville, Minnesota, from 1917 to 1921. He then 
attended the University of Minnesota, from which he 
received the degree of Bachelor of Science in 1924 - 
that of Doctor of Medicine in 1926. He was an intem 
in St. Joseph’s Hospital, St. Paul, from January to June, 
1925, and in Ancker Hospital, St. Paul, from July, 1925, 
to July, 1926. From July, 1926, to January, 1927, he 
was a physician at a construction camp at Berne, Wash: 
ington. 

Dr. Weber came to Rochester on January 1, 1927, 3 
a fellow in radiology of the Mayo Foundation. On July 
1, 1928, he was appointed a first assistant in roentgen; 
ology, and in October, 1931, he became a member 0 
the staff of the Mayo Clinic as a consultant in roent 
genologic diagnosis. He was appointed instructor it 
radiology in the Mayo Foundation Graduate School is 
1932, was advanced to assistant professor in 1945, ass 
ciate professor in 1948, and professor in 1954. 

Dr. Weber, since 1935 a member of the Medical 
Corps of the U. S. Naval Reserve with the grade 0 
lieutenant commander, was assigned to active duty 
that grade on December 26, 1941, and returned to i 
active status in the Naval Reserve one year later. 

Dr. Weber was certified as a specialist in roentgtt 
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HARRY MATHEW WEBER 
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ology by the American Board of Roentgenology, Inc., in 
1934. He was elected president of the Minnesota Radi- 
ological Society, in 1940, and served as president of the 
American Roentgen Ray Society in 1953 and 1954. He 
was a fellow of the American College of Radiology and 
a member of the Minnesota State Medical Association, 
the Zumbro Valley Medical Society, the Southern Min- 
nesota Medical Association, the Minnesota Radiological 
Society, the American Roentgen Ray Society, the Radi- 
ological Society of North America, the Rocky Mountain 
Radiological Society, the American Gastroenterological 
Association, the Alumni Association of the Mayo Founda- 
tion, the Society of the Sigma Xi, Sigma Chi academic 
fraternity and Phi Rho Sigma professional medical fra- 
ternity. 


Survivors include his wife, Kathleen; three sons— 
Harry Osborn, a senior student in the University of 
Minnesota; Frederic William, a sophomore in the Uni- 
versity of Notre Dame; and George Osborn, a student 
at St. John’s Preparatory School, Collegeville, Minne- 
sota. 


Doubtless the man of ordinary parts has more en- 
joyment in this world, and lives a longer, and in some 
sort a happier life, than he who is of a loftier intellect. 
For a noble mind is likely enough to fret and torment 
its owner. But the first partakes more of the brute than 
of the man. The other transcends human nature and 
approaches the divine.—FRANCESCo GuricciARDINI (1483- 
1540). 
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side effects. 
















“In the author's clinical experi- 
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forded greater relief of muscle 
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Summary of four new published clinical studies: 


Robaxin Beneficial in 95.6% of Cases of Acute Skeletal Muscle Spasm'-2-*-© 
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NO. ralctiateldeha lolli Memelelulliltsice title 
CONDITION RESPONSE ; ; : : 
PATIENTS i was obtained in all patients with 
} acute skeletal muscle spasm.’’* 
STUDY 1° “marked” {| moderate | slight | none : 
Skeletal muscle i 
spasm secondary to i 
acute trauma 33 26 6 1 —— } 
STUDY 2? “pronounced” | 
Herniated dise 39 25 13 — 1 i 
Ligamentous strains 8 4 4 — — ( 
Torticollis 3 3 — — — : 
Whiplash injury 3 2 1 pases po \ “In no instance was there any 
Contusions, : significant reduction in voluntary 
fractures, and j strength or intensity of simple 
muscle soreness | afienue.'’* 
due to accidents 5 3 2 ee — i ; 
stupy 3° “excellent” ‘ 
Herniated dise 8 6 2 =e — 
Acute fibromyositis 8 8 — pata = 
Torticollis 1 eis cialea 1 ae | g h Soa 
stupy 4° “significant” : B Medical foun at ‘ 
- } 
Pyramidal tract j ses cas eos 
and acute myalgic | 
disorders 30 27 — 2 1 : “This study has demonstrated 
TOTALS 138 104 28 4 Te 2 ‘“_ that ame (Robaxin) is 
a superior skeletal muscle relax- 
(75.3%) (20.3%) ant in acute orthopedic condi- 
tions.’’? 























General Interest 


Dr. William Kosiak has been elected president of the 
medical staff of the Two Harbors Lakeview Memorial 
Hospital. Other officers elected included Dr. Ralph 
Papermaster, vice president and Dr. Donald Haase, sec- 
retary. Retiring officers are Dr. Bernard L’Esperance, 
president and Dr. Eugene Rondeau, secretary. Dr. 
Kosiak served as vice president during the preceding 


year. 
* & # 


Dr. James A. Johnson has been re-elected president 
of the board of directors, Hennepin county district, 
American Cancer society. 


oe  @ =a 


Mayo Clinic staff members recently appearing on 
programs abroad are as follows: Dr. Grace Roth, Dr. 
F. H. Ellis, Dr. E. H. Wood and Dr. H. T. Mankin. 


ae ae 


Dr. J. A. Bargen presented the annual memorial lec- 
ture at Scott-White Clinic in Temple, Texas, in con- 
junction with the recent meeting of the alumni associa- 
tion of the clinic there. 

* * * 

Dr. G. K. Stilwell acted as medical consultant at the 
South Dakota Social Welfare, Public Health and Voca- 
tional Rehabilitation Conference at Huron, September 
12. 


* ¢ .@ 


Positive x-ray films plus positive sputum smears do 
not always equal pulmonary tuberculosis, three Mayo 
clinic staff members reported recently at the 59th an- 
nual meeting of the American Roentgen Ray Society 
in Washington, D. C. 

Dr. C. Allen Good presented the report in collabora- 
tion with Drs. David T, Carr and Lyle A. Weed. 


oe oe 


Dr. Howard D. Burchell, Rochester, has been ap- 
pointed a member of the National Advisory Heart coun- 
cil. He has been professor of medicine in the Mayo 
Foundation in the graduate school of the University of 
Minnesota since 1946. 

* & # 

Dr. Robert N. Barr was the speaker at a recent meet- 
ing of a newly formed Mankato Committee on Aging. 
Dr. Barr outlined what to do about improving the 
situation of the aging in the state and how it can be 


accomplished. 
* * * 


Dr. Helen Knutson, Hospital Service Director of the 
Minnesota State Department of Health, was the speaker 
at a recent meeting held in Spring Lake Park which 
included representatives from the village councils of 
Coon Rapids, Blaine, New Brighton, Fridley, Circle 
Pines, Spring Lake Park, Mounds View and Lexington. 
A permanent committee is to be appointed to formulate 
plans for construction of a community hospital to serve 
the eight suburban villages. 


Dr. Joseph Burnett, New Ulm, has become associated 
with the Tri-Mont Community Hospital X-ray depart. 
ment. 


ee ee 


Dr. Robert B. Howard, new dean of the college of 
medical sciences at the University of Minnesota, gave 
the principal address ‘Medicine: Some Prospects, Chal- 
lenges, and Opportunities” at ceremonies observing 
Minnesota Medical Foundation Day at the University, 
Twenty-four university medical students received schol- 
arships totalling $12,250 at that time. 

* * * 


Dr. Donald Peterson, Northfield, a member of the 
Safety Committee of Minnesota State Medical Associa- 
tion, and William Olson, of William Olson Ambulance 
Company of Minneapolis, were speakers at the Septem- 
ber meeting of the Southwest Medical Society held in 
Worthington. The subject discussed by the speakers 
was “Transportation of the Injured.” 

* * * 


Dr. Harold C. Habein, a member of the Mayo Clinic 
staff for thirty-two years, head of a section of medicine 
from 1941 to 1953 and a senior consultant since then, 
has announced his retirement effective October 1. He 
plans to move to Wabasha and serve as consultant to 
the Wabasha Community Clinic and St. Elizabeth’s hos- 


pital there. 
* * # 


Dr. W. S. Neff, of the Lenont-Peterson Clinic in Vir- 
ginia, recently attended a meeting of the Committee on 
Aging of the American Medical Society held at the 
Chicago Drake Hotel. He was a delegate of the Minne- 
sota State Medical Association. 

* * * 


Dr. Charles W. Mayo, Rochester, was honored by 
the American Medical Writers Association at the fif- 
teenth annual meeting in Chicago recently. Dr. Frank 
H. Krusen, Rochester, also received an award. 

Dr. Mayo was presented the 1958 honor award, 
which is given from time to time to non-members of 
the association who have made distinguished contribu- 
tions in writing, editing, publishing or other means of 
communication in medicine and/or allied sciences. 

* # & 


Dr. J. C. Mickelson, urologist at the Mankato Clinic, 
gave the main address at the annual fall meeting of the 
Minnesota Association of Medical Record Librarians 
held Friday at St. Joseph’s Hospital in Mankato. This 
is in conjunction with the Minnesota Hospital Associ 
tion of the Minnesota Department of Health. 

* * 

Two Mayo Clinic staff men, Dr. Harold H. Scud 
more and Dr. Robert B. Wilson were recent speakers # 
the twenty-third annual meeting of the Mississippi V+ 
ley Medical Society in Chicago. 


(Continued on Page A-68) 
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GENERAL INTEREST 
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Dr. Richard M. Hewitt, retired Clinic staff member, 
and Dr, George K. Stilwell of the Mayo Clinic, mem- 
bers of the AMWA educational committee, served re- 
cently as consultants at a medical writers workshop. 

* * * 

Dr. P. R. Lipscomb, of the Mayo Clinic, is a member 
of the board of directors of the Mississippi Valley Med- 
ical Society and Dr. J. A. Bargen, also of the Clinic, is 
on the advisory committee. 

* * * 

At a recent meeting of the medical staff of the Luth- 
eran Deaconess Hospital Minneapolis, the following 
officers were elected: Dr. Russell C. Lindgren, Chief of 
Staff; Dr. Bernard A. Cohen, Vice Chief of Staff; Dr. 
Thomas B. Merner, Secretary; Dr. Harold M. Solvason, 


Treasurer. 
* * * 


Dr. James T. Priestley, head of a section of surgery 
in the Mayo Clinic, Rochester, and professor of surgery 
in the Mayo Foundation, Graduate School, University 
of Minnesota, recently gave the thirtieth annual Arthur 
Dean Bevan Lecture before members of the Chicago 
Medical Society. 

* * * 


Dr. F. T. Becker and Dr. O. G. McDonald, Duluth, 
were exhibitors at the annual meeting of the Wisconsin 
Academy of General Practice in Milwaukee recently. 


They, with Dr. J. J. Coll and Dr. H. G. Moehring, also 
of Duluth, presented a panel discussion of some geriatric 
problems at the same meeting. 

* * * 

Dr. James C. Hunt, Rochester, has been appointed to 
the staff of the Mayo Clinic as a consultant in medi- 
cine. Dr. Allan B. Gould, Jr., has also been appointed 
to the Mayo Clinic staff as a consultant in anesthe- 
siology. 

* * * 

Dr. J. C. Feuling and Dr. W. A. Swedberg, Duluth, 
attended a two-day annual conference of the Minnesota. 
Dakota-Manitoba Orthopedic Society recently. 

* * # 

“Surgical Management of Repeated Late Abortions” 
by Drs. Wm. B. Stromme, Sheldon C. Reed, Robert 
Wagner, and E. Wm. Haywa, was presented at the an- 
nual meeting of the Central Association of Obstetrics 
and Gynecology at Minneapolis recently. 

* * * 

Dr. Stromme was a collaborator on a panel discus- 
sion of the subject “Prevention of Abortion by Surgical 
Procedures” at the forty-fourth annual American Col- 
lege of Surgeons meeting held recently in Chicago. 

* * * 

Dr. Frederic F. Wippermann and Dr. Robert E. 
Rocknem, Minneapolis, announce their association in 
the practice of Ophthalmology at 318 Doctors Building. 
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Paul R. Dumke, M.D., Detroit, Mich. Maynard C. Wheeler, M.D., New York, N. Y. 
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Clifford J. erherha, M.D., Chicago, Ill. Francis Bayless, M.D., Cleveland, Ohio 
he an- Gastroenterology Pathology 
stetrics Malcom E. Phelps, M.D., El Reno, Okla. Lee F. Hill, M.D., Des Moines, lowa 
General Practice Pediatrics 
Keith P. Russell, M.D., Los Angeles, Calif. Roy R. Greening, M.D., Philadelphia, Penna. 
Gynecology Radiology 
William Domeshek, M.D., Boston, Mass. John vd orsey, M.D., Evanston, Ill. 
; Internal Medicine Surge 
discus- Howard P. Rome, M.D., Rochester, Minn. F. Henry Ellis, Jr., M.D., Rochester, Minn. 
ial Neuropsychiatry Surge 
Urgica R. Gordon Douglas, M.D., New York, N. Y. Fred X. “— M.D., Winston-Salem, N. C. 
n Col- Obstetrics Urology 
). Lectures, symposia, clinicopathologic conferences, round-table luncheons, medical motion 
pictures and technical exhibits. 
(All-inclusive registration fee—$20.00) 
ert E. THE CLINICAL TOUR TO MEXICO CITY, CUERNAVACA, TAXCO, ACAPULCO AND SAN JOSE PURUA 
forte Leaving March 6 from New Orleans and returning March 21, 1959 
a For information concerning the Assembly meeting and the tour write 
jilding. Secretary, Room 103, 1430 Tulane Avenue, New Orleans 12, La. 














During the annual meeting of the American Academy 
of Ophthalmology and Otolaryngology at the Palmer 
' | House in Chicago, recently, Dr. A. C. Hilding, Duluth, 
presented a two-hour course on the instructional pro- 
gram on “The Micro-anatomy of the Cochlea and the 
Physiology of Hearing in Relation to Common Types 
of Hearing Loss.” He also participated in a discussion 
of Dr. John Lindsay’s presentation of ‘Histopathologic 
Observations Following Fenestration and Stapes Mobil- 
ization.” 
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* * 





Dr. Virgil Schwartz, Minneapolis, attended the Inter- 
national Congress of Ophthalmology meeting held in 
Brussels, Belgium, recently. 

i * * *# 

Dr. W. B. Martin, Duluth, talked about coronary in- 
sufficiency at a recent meeting of the Minnesota Society 
for the Study of Diseases of Heart and Circulation and 
about a comparison of actuarial and clinical accuracy in 
the differential diagnosis of jaundice at the September 
regional meeting of the American College of Physicians 
in Milwaukee. 

















“THATS THE LAST FIRE-EATER TASKTO SAY‘AHI" 


* * * 





Dr. William A. O’Brien, Minneapolis, announces the 





opening of his office at 520 Marquette Bank Building 
with practice limited to Internal Medicine. 
* * e 
Dr. Owen H. Wangensteen, Minneapolis, chairman of 
the department of surgery at the University of Min- 
hesota medical school since 1930, was recently named 
President-elect of the American College of Surgeons. 


Dr. Wesley W. Spink, Minneapolis, was one of seven- 
teen men invited from different medical centers of the 
world to participate in a Symposium on “The Biochem- 
ical Response to Physical Injury” held in Semmering, 
Austria, recently. Dr. Spink presented a paper on 
“Metabolic Factors Related to Bacterial Inflammation 
and Shock.” 
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Dr. Harry Friedman has been elected president of the 

Minneapolis Ophthalmological Society. 
* * * 

Dr. W. P. Eder and Dr. C. D. Adkins, Minneapolis, 
announce their association in the practice of General 
Surgery, with offices at 430 Marquette Bank Building. 

* * 

Dr. O. Lewis Zahrendt, Minneapolis, has returned 

from a month’s trip to Europe. 
* * 


* 


Dr. Milton Abramson, Minneapolis, was a guest 
speaker at the Eighth Annual Scientific Assembly of 
the Ohio Academy of General Practice in Toledo, 
Ohio. Dr. Abramson presented a paper on “Preparation 
for Marriage and Parenthood.” 

* * # 

“Management of Varicose Veins and Complications” 
was the subject presented by Dr. Herman O. McPhee. 
ters, Minneapolis, before members of the Wisconsin 
Academy of General Practice, who met at the Milwav- 
kee Auditorium recently. 

* * # 

Dr. Ronald G. Johnson, Minneapolis, formerly asso- 
ciated with the Bloomington-Lake Clinic, has opened 
new Offices for the General Practice of Medicine at 4555 
Bloomington Avenue. 

* & & 

“Triketopyrimidine Metabolism” was the title of the 
paper presented by Dr. Robert P. Jeub and Dr. Ralph 
Rossen, Minneapolis, at the joint meeting of the Central 
and Eastern EEG Societies, recently at Toronto General 
Hospital, Toronto, Canada. 

* 8 4% 

Dr. William E. Petersen, Minneapolis, announces the 
opening of new offices at 743 Medical Arts Building, 
with practice limited to Internal Medicine. 

* & # 

One of six American specialists in physical medicine 
who were invited to visit spa facilities in Europe by the 
German Spa Association was Dr. Miland E. Knapp of 
Elizabeth Kenny Institute. The group spent approxi- 
mately three weeks in Germany, Austria, and Italy. 

* * * 

Dr. Winchell McK. Craig, former head of the Section 
of Neurologic Surgery in the Mayo Clinic and emeritus 
professor of neurologic surgery in the Mayo Found: 
tion, is a member of an around-the-world tour of the 
International College of Surgeons which will take him 
by airplane to Hawaii, Japan, Hong Kong, the Philip- 
pine Islands, Thailand, India, Egypt, Turkey, Greece, 
Italy, and Spain. Dr. Craig joined the tour party in 
Chicago and proceeded by air to the various points. He 
will return 'to Rochester, December 5. 

* * 


Thirteen Minnesota physicians were among 1,110 
surgeons recently inducted as follows of the Americat 
College of Surgeons. Honored were: Drs. Howard R 
Snider, Mankato; Samuel G. Balkin, Russell N. Frys 
Joseph J. Garamella, Nathan K. Jensen, and Georgt 
Werner, Minneapolis; Samuel L. Hamilton, Red Wing 
Ross H. Miller and Reginald A. Smith, Rochester; Job 
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F. Alden, Louis C. Lick, Loren E. Nelson, and Joseph 
L, Sprafka, St. Paul. 
* * * 

Twin City members of the Minnesota State Medical 
Association who have been appointed committee chair- 
men for the Minnesota Heart Association, 1958-59 pro- 
gram, are as follows: From Minneapolis—Dr. Robert 
Good, Rheumatic Fever Study Committee, and Dr. M. B. 
Visscher, Symposium Committee. From St. Paul—Dr. 
John F. Briggs Professional Education Committee. Dr. 
Karl W. Anderson, Minneapolis, is president of the 


Association. 
* * * 


Dr. Francis Jolin, founder of the Grand Rapids 
Clinic, has opened offices for the practice of medicine in 
Remer. He will maintain hours in that community 
from 10:00 A.M. until 4:00 P.M. on Monday, Wednes- 
day, and Friday of each week. 

* * 

Dr. Dale C. Cameron, Minnesota medical director, 
tecently accepted a citation from the American Psy- 
chiatric Society on behalf of the Minnesota Welfare 
Department for its program of attracting volunteer aids 
to mental hospitals to assist regular staffs. 

* = = 

A report on Silo Filler’s disease was given by Dr. 
David Sontag, president of the Wabasha County Med- 
ical Society, at the ninetieth annual meeting of that 
gtoup held in Plainview. 


Truman physician and surgeon, Dr. M. J. Lester, has 
completed plans for the addition of a building to his 
present offices. The offices will be shared by Dr. John 
Lester, physician and surgeon. 

* * * 

Dr. William C. MacCarty was honored recently in 
special ceremonies setting up the MacCarty Memorial 
Library in his old office in St. Mary’s Hospital, Roches- 
ter. A bronze, bas-relief plaque of Dr. MacCarty, asso- 
ciated with the Mayo Clinic from 1907 until his retire- 
ment in 1948, was also placed at the entrance of his 
surgical pathology laboratory there. 

* * * 

Association members who participated on the speak- 
er’s program of the dedication of the new Community 
Hospital and Nursing Home at Cannon Falls included 
Dr. J. M. Stickney, counselor for the First District, and 
Dr. G. M. B. Hawley, president of the Goodhue County 
Medical Society. Addresses were also presented by 
Drs. M. R. Williams and K. E. Molenar, Cannon Falls 
physicians. 

* * * 

Addressing the opening session of the American Heart 
Association’s thirty-third annual assembly was Dr. C. 
Walton Lillehei of the University of Minnesota. The 
assembly was held in San Francisco, California. 

* & & 

Several St. Cloud physicians participated in the pro- 

gram of the annual state convention of the Minnesota 





Society of X-Ray Technicians held recently in that city. 
Dr. E. M. LaFond addressed the convention at its an- 
nual banquet and Dr. J. P. O’Keefe was the toast- 
master. 

* * * 

A panel of Owatonna physicians highlighted the sec- 
ond general meeting for this year of the Owatonna 
Hospital Auxiliary held recently in the audio-visual 
room at the Washington school. The theme discussed 
was “Know Your Hospital.” ‘ Participating physicians 
included Dr. Daniel Halvorsen, Dr. Donald Honath, and 
Dr. John Huff, members of a liaison committee of the 
Owatonna City Hospital Staff. 


e- 2 


Dr. A. B. Baker, professor and director, division of 
neurology, University of Minnesota Medical School, was 
the recent recipient of a Presidential award in the area 
of rehabilitation. The award was made at the Mayor’s 
committee conference on the employment of the handi- 
capped held at the Calhoun Beach Hotel. 


&¢ #4.) 


President of the National Tuberculosis Association, 
Dr. Mario Fischer, was the speaker at the fifty-second 
annual Christmas Seal Association dinner held recently 
at Coffman Memorial Union, University of Minnesota. 

* * * 
An addition is being built to the offices of Dr. Carl 


Simison, Barnesville physician. It will almost double 
the space of the present structure. 
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Schimelpfenig of Chaska at the latter’s clinic. 
a me 


Chosen secretary of the Greater St. Paul Area Heart 
Council at the group’s organizational meeting was Dr, 
Donald Derauf, West St. Paul. Named medical advisors 
to the council were nine St. Paul physicians: Drs. Lloyd 
MacLean, John Briggs, William F. Mazzitello, Robert 
Reif, Frank Ubel, Ben Sommers, Samuel Hunter, Wil- 
liam Lick and Benjamin I. Derauf. 

+ + & 


Dr. William A. Black, New Ulm, has been elected to 
the board of governors of the American College of Sur- 
geons. 

* # & 

Recently serving on a four-man public information 
committee at the fifth annual meeting of the American 
Academy of Psychosomatic Medicine in New York City 
was Dr. Kenneth W.. Teich, Duluth physician specializ- 
ing in obstetrics and gynecology. 

* * 


A talk on “Research Findings in Heart Surgery” was 
given by Dr. Samuel Hunter, assistant professor of sur- 
gery, University of Minnesota, at the meeting of the 
Twin Cities Society of Medical Technologists at St. 
Joseph’s Hospital, St. Paul. Medical technology students 
from seven Twin Cities hospitals were honored on this 
occasion. Hospitals represented were Swedish, General, 
University and St. Mary’s of Minneapolis, and St. 
Joseph’s, Miller, and Ancker Hospitals of St. Paul. 


— — 


In July, 1952, the Regents of the University of Min- 
nesota accepted a gift from the late Dr. William M. 
Boothby of the Mayo Clinic and Dr. W. R. Lovelace, Il, 
Director of the Lovelace Foundation in Albuquerque, 
New Mexico, in the amount of $18,000. This fund was 
set aside as a Surgical Travel Fellowship under the 
direction of the Department of Surgery at the Univer- 
sity of Minnesota, the interest of which fund was to be 
used for travel by the trainees of the Department of 
Surgery to scientific meetings. Of seventeen trainees 
from the Department of Surgery who presented papers 
in the Surgical Forum at the Annual Clinical Congress 
held in Chicago, Illinois, October 6-10, 1958, the Booth- 
by-Lovelace Fund provided travel for eleven men. 
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Dr. L. H. Henz has become an associate of Dr. G. T, 
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‘Adapted from Godfrey & Smith.‘ Staphylococci studied were strains isolated from 28 patients in a general hospital. 








